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Miriam lives in an urban shanty town with her husband and 
four children. She recently heard on the radio that today the neigh- 
borhood clinic is dispensing vaccines for childhood diseases. She 
prepares her nine-month-old infant for the journey and walks to the 
clinic through the crowded streets with her baby and her two-year- 
old child. The clinic is not open when she arrives, so Miriam waits 
with a few other women and children who have gathered there. 
When the health worker arrives, he takes care of the sick children 
first; so Miriam waits in the clinic until he has time for immuni- 
zations. These he does hastily, without checking for other problems 
that her children might have and without encouraging her to con- 
tinue immunizing her baby through the completion of the series. 
Miriam leaves the clinic several hours after her arrival. Upon reach- 
ing home with her tired, cranky children, she finds her mother-in- 
law chatting with her husband while he is waiting for dinner. Her 
husband scolds her later for having neglected dinner and the other 
children for the sake of immunizing their healthy infant. 

It is doubtful that Miriam will seek out further immuniza- 
tions despite her conviction that they are important to her children's 
health. More information and motivation will not solve the problem 

xvii 
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for her or for the millions of women like her in developing countries. 
Communication for Health and ehavior Change: 
Country Perspective tells how health communication programs- 
besides providing information and motivation to caretakers-can 
teach skills and create an environment of support for behaviors crit- 
ical to the health of children. 

Millions of children in developing countries die every year 
from preventable diseases. In response, the international commu- 
nity has worked with governments, the health care delivery system, 
private organizations, and local communities to improve children's 

ecause many of these deaths can be prevented, the role of 
health communication to teach and support prev 
has become more and more central to public hea 

o get large-scale adoptin2 nf health practices tc change 
morbidity and mortality rates has meant i olving a broad range of 

le and systems. The implication for 
that behavior change takes more than just informing the public of 
the right thing to do. It takes applying a behavior change technol- 
ogy throughout the design and implementation of communication 
activities to produce some impact on a population's health 
practices. 

For nearly fifteen years, the Academy for Educational Development 
(AED), a private, nonprofit consulting firm, has im 
ects in health communication for child survival in developing 
countries. These projects have been funded by the United States 
Agency for International Development (USAID). BED has ap- 
proached this task by working with local governments in applying 
a health communication methodology based o 
anthropology, and applied behavior analysis. 
methodology, program managers learn from the target audience the 
most culturally appropriate way to communicate desirable behavior 
change. They convert this information into effective health mes- 
sages for interpersonal communication, broadcast media, and print 
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health programs. For example, in the public sector, professionals 
working in divisions of health education and health programs such 
as diarrheal disease control, family health, immunizations, mater- 
nal health, nutrition, and family planning have found this behav- 
ioral approach useful. Outside of the public sector, professionals in 
nongovernmental organizations, the media, and the commercial 
sector have also used this approach. Indeed, their experience has 
provided many of the illustrations described in the following 
chapters. 

Communication for Health and Behavior Change is equally 
relevant for the range of professionals from industrialized nations 
who are involved in public health and communication overseas. 
The book shows them a theoretically based approach and tools that 
have been successfully applied in a variety of cultures and health 
areas. 

A'lihuugh wriiieri prirnariiy to give practitioners a theoretical 
basis for their work in the field, the book can also serve as a text 
in a variety of training situations. Western schools of public health, 
for example, often draw 30 percent of their student body from de- 
veloping countries; but these schools have few materials that are 
directly relevant to the priority health and communication issues 
those health professionals face in their work. This book would 
therefore be an excellent addition to materials discussed in public 
health schools' courses on international health, theories of health 
behavior, communication and health education, and social and cul- 
tural determinants of behavior. In addition, students of behavioral 
psychology, communication, and social marketing will find that 
the book opens a new field of application to their discipline. Fi- 
nally, professional trainers should be able to apply many chapters 
of the book to their own work. 

verview of the Contents 

Communication for Health and Behavior Change is more than a 
story of how- to-do-it-with-limited-resources. It explains behavioral 
analysis and its application to communication methodology in 
such a way that readers should be able to generalize the principles 
to their own work in other health areas or with different target 
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audiences. The book shows, for example, how this approac 
used to change behaviors other than health behaviors. The ap- 
proach was used to change and maintain the practice of health 
communication itself-by teaching and supporting effective inter- 
personal communication skills in health workers. Thus, the book 
shows that the same principles used to train and support mothers' 
skills have broad application to general behavioral issues through- 
out the health system. 

Chapter One gives an overview of high-p 
issues in developing countries and briefly des 
health technologies and communication method 
ing used to respond to those issues. The chapter 
tion of how internationally coordinated work is conducted in child 
survival and how one organization's experience formed the basis for 
the book. 

Chapter Two briefly describes several relevant psychological 
theories before describing applied behavior analysis. This chapter 
is intended to ground readers in certain principles of applied behav- 
ior analysis. It defines the behavioral terms and concepts critical to 
understanding why certain approaches are taken, strategies devel- 
oped, or tools used in the communication programs described in 
later chapters. 

Chapters Three to Seven follow the steps of health commu- 
nication methodology-assess, plan, train, monitor, and main- 
tain-and present the applicable behavioral concepts and tools at 
each step. Each chapter gives examples of how these concepts and 
tools were used in actual child survival communication activities. 

Chapter Three, on behavioral assessment, shows readers how 
to use behavioral principles to describe the ideal behavior and to 
determine what behaviors the target audience is already performing, 
what competing behaviors it might be performing, and what events 
(antecedents and consequences) influence the occurrence of those 
behaviors. Readers also learn how to apply behavioral observation 
as an aid in the assessment process. 

Chapter Four, on planning for behavior change, takes the 
information gained in assessment and shows how to use it to select 
target behaviors. Readers are led through the elimination process to 
identify a few target behaviors for communication that are feasible 
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for the target audie 
nd are the most amena 

ack, and homework with feed- 

acquire and maintain the skill. Training sessions them- 
e chapter demonstrates, can function as positive conse- 

nces to participants in health communication programs and 
ome a key component to sustaining behavior change over the 

long term. 
The chapter on monitoring (Chapter Six) emphasizes two 

main points. First, progress toward t e learning and adoption of 
target behaviors can and should be measured throughout the life nf 
a program. Techniques described are direct observation, the use of 
clinical and other records, and self-monitoring. Second, monitoring 
data, used as feedback on personal or program performance, can 
function as a positive consequence to participants. Thus, monitor- 
ing results themselves, if presented as feedback in a constructive and 
simple (visual) form, can help strengthen the very behaviors being 
measured. 

Chapter Seven discusses how programs can use behavioral 
principles to maintain individual health practices over the long 
term. To  date, communication programs in developing countries 
have been limited in applying these principles, so the tone of this 
chapter is forward looking-describing what programs will need to 
do to sustain the behavior changes achieved so far. The basic idea 
is that without support from the broad social environment, health 
practices-especially preventive ones-are unlikely to be main- 
tained over the long term. In this chapter, we continue to focus on 
observable behavior of individuals and actions of organizations and 
describe ways of "finding an environment of support for target 
behavior." Communicators first identify individuals and organiza- 
tions in the target audience's community, social, and political en- 
vironment that can provide reinforcement and feedback for target 
behaviors. Behavioral principles can then be applied in successfully 
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and Anna Morghen did fine work i oordinating the preparation 
of drafts and communication with shington and Kansas from 
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In the time it takes you to read this sentence, one hundred 
children throughout the world will have died. More than two thou- 
sand children die every minute in the developing world, almost three 
million children every day. Most of these deaths could be prevented 
by better living conditions, widespread literacy, less crowding, and 
less civil strife. Much suffering and death could also be prevented 
with the appropriate use of simple health technologies such as oral 
rehydration salts, timely immunizations, and growth monitoring; 
and the introduction and support of breast feeding, diarrhea preven- 
tion, infant weaning, and other health practices. Increasingly, health 
professionals in both developing and industrialized countries are 
realizing that in order to reduce morbidity and mortality, we need 
to go beyond developing health systems' infrastructure and "educat- 
ing" the public. We need to change and support what people actu- 
ally do about their own and their children's health. 

The authors have been fortunate to be part of a pioneering 
effort in public health, communication, and behavior change in the 
developing world. We have worked with talented and committed 
health professionals from industrialized and developing countries 
in an effort to learn how a behavioral approach to health commu- 
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eople in most develo 

agenda of those co 
control and preve 
dominate health 
diarrheal disease, malaria, measles, and acute re 
are among the major interventions. Since the i 
tween disease and 
countries, breast 



lower, especially in rural areas. Low literacy rates have important 
implications for health communication programs because large 
portions of the population are not accustomed to learning from 
print and visual materials, even if t e materials do not contain 

ecause most developing countries have a variety of cultural, 
nd linguistic groups within their borders, the same health 

ies, faced with this 
demographic context and these priority health problems, are asking 
questions such as these: 

ow can my diarrheal disease control program increase bet- 
ter feeding practices as well as decrease deaths caused by 
dehydration?" 

w that bottle feeding is still practiced in urban 
t changes can we make in hospital policy and 



practices to encourage and train mothers to breast-feed 
when they leave the maternity ward?" 

"What institutional changes are necessary to sustain the 70 
percent immunization coverage achieved in my country?" 

"Clinic health workers don't seem to be very effective in their 
health education efforts. How can I help them communi- 
cate better with mothers?" 

"More and more women with children are contracting AIDS 
every year. What can I do to encourage couples to use 
condoms, and what support can I give to families who 
have ill mothers?" 

"A large proportion of young children are malnourished in 
this country despite the general availability of food and 
little civil strife. How can I get parents to seek out and feed 
more nourishing food to their children?" 

Gcnr--- . . 
I U C ~ I ! ~  a11 the "vt'mxea in this region are gwng  birth at 

home without an attendant or any prenatal care. What can 
our staff do to increase women's usage of our clinic's pre- 
natal and delivery services?" 

There is no one solution for any of these problems. Much can 
be done, however, if individuals, communities, and people in the 
health system work together to change health and professional prac- 
tices. This broad environment of support for children's health and 
well-being could have an actual impact on morbidity and mortality. 
Considering the financial, human and infrastructure resources 
available, the challenge to create and sustain such an environment 
seems daunting. 

urvival Technologies 

In 1978, the World ealth Organization (WHO) and the United 
Nations Children's Fund (UNICEF) sponsored the International 
Conference on Primary Health Care in Alma-Ata, Kazakhstan. Ex- 
perts from developing and industrialized countries worked together 
to draft a ten-part declaration that became the blueprint for inter- 
national primary health care and public health during the 1980s. 
An outgrowth of this declaration was the identification of a package 





rhea1 disease, has caused great concern in Latin America, Asia, a 
Africa. Cholera is particularly dangerous because it rapidly pro- 

s to the state of severe dehydration. Since wage-earning adults 
e affected as well as children, this form of diarrhea causes 

significant economic and political problems. The preventive mea- 
sures, however, are much like those for other diarrheal diseases. 

of ra cases can be r ted 
rld h Organization, me 

for Control of Diarrheal Diseases, 1991). The key is to administer 
the treatment as early in the episode as possible. 

An estimated 1.7 million infants and children die from infectious 
diseases: measles, diphtheria, pertussis, tetanus, and tu 
A ,,&L,, 
AlluL1lcl 120,000 cases i;f paralytic pc,!iomye!itis occur every yezr 

ealth Organization, 1991). The primary effort toward uni- 
tection from these diseases is the worldwide 
e of Immunization (E ith the current 80 percent 
ion coverage rate rep the last decade, an esti- 

mated 3.2 million child deaths are being prevented per year. Full 
ization for children includes a series of vaccinations. The 

mother is vaccinate r neonatal tetanus. The 
child is vaccinated acillus of Calmette and 
Gu6rin for tuberculosis); at six, ten, and fourteen weeks for D 
(diphtheria, pertussis, and tetanus) and polio; and at nine months 
for measles. 

ent health workers from ad- 
ts from completing the series 
can be of low quality. Stora 
dequate; as a result, the "co 
t is, they are not maintained 

at adequately refrigerated lev lowering the vaccines' effec- 
tiveness. If a child is feverish, health workers or caretakers ofte 
decide against vaccination. The side effects produced 
cinations may discourage caretakers from returnin 
rnainder of the series. ealth care facilities can be hard to reach or 
overcrowded, causing caretakers to be away from the household for 
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long periods of time; thus, other children may e left unattended 
and the household duties unfinished. Despite these obstacles, 

roduction, distribution, and communication with 
health care providers and caretakers, many countries are increasing 
immunization coverage yearly. 

From 25 to 30 percent of all deaths in infants and young children 
in the developing world are attributable to acute respiratory infec- 
tions (ARI). An estimated four million children succumb to these 
infections every year ( 
Control of Acute Respiratory Infections, 1990) 
single, low-cost technology exists for preventi 
children who have these infections. At present, treatment calls for 
increasing liquids, clearing the nose, and continuing feeding during 
mild episodes (the common cold). When cases become severe, moth- 
ers should seek assistance from a health care facility. It is at this stage 
that many cases of severe ARI (usually pneumonia) become deadly 
because of inappropriate household response. Often caretakers will 
continue the use of home remedies, delay in seeking medical help, 
comply poorly with recommended therapy, or fail to recognize the 
signs of pneumonia. For this reason, it is vital for caretakers to 
recognize when an infection has progressed m being manageable 
in the home to requiring trained health care ealth workers should 
be adequately trained in detecting severe cases of ARI, in case man- 
agement, and in the appropriate use of medication. 

Malnutrition is too often the common denominator of the disease 
and deprivation processes that threaten child survival. Undernutri- 
tion affects nearly 40 percent of all children in developing countries. 
It contributes directly and indirectly to an estimated 60 percent of 
all child deaths (United States Agency for International Develop- 
ment, 1991). When a child is malnourished, his or her immune 
system is weakened and unable to ward off infection. Disease, in 
turn, can contribute to malnutrition. Children who survive this 



cycle lack the nutritional stores to reach their ful 
ical growth potential. art from inadequate fo 
distribution systems a low family-income levels, a major factor 

oor nutrition is inapprop e family feeding practices. 
ers must continue feeding chi n nutritious foods during 

y breast-fed for the first four 
to six months of life. During the weaning period, the new diet 
should be introduced gradually a 
high in nutritional value, provide s ries, and can be 
easily digested. Traditional weaning 
bulky for infants to consume in sufficient quantities, and these 
foods often do not contai adequate calories and nutrients. The 
results of unsuccessful we 
in growth-monitoring pr 

a health facility. Drops 
in growth or ina 
workers to identi 

plements play an important role in child nutritional health. The 
most common are iron, iodine, and vitamin A. Iron deficiency is the 
eading cause of anemia, which affects 40 percent of the devel 

world's children and 50 percent of pregnant women (United 
n ternational Development, 19 1). The lack of iron un- 

dy's immune system and therefore 
fants born to anemic mothers have 

nd are at a greater ri mortality. Iron-rich 
lements are recomme to prevent anemia in 

adults and children. Iodine deficienc egnant mothers can 
cause mental retardation in infants. , the most common 
intervention is for governments to iodize salt supplies. Vitamin A 
deficiency is the leading cause of childhood blindness. An estimated 
five to ten million children in the developing world show signs 
(visual impairment) of deficiency in vitamin A. The lack of vitamin 



A can also contribute to the overall 
who are deficient a 
episodes of infection and are 

for International De 
to include more vita 

foods are not avail 
liquids once very six months to children between one and five years 
of age and to mothers in the first month after delivery. 

ria 



lanting trees in swamps, thereby destroyin 
The primary means of prevention, however, is the use 
s in massive spraying. Spraying nets bun 
de has also proven effective. Families can be directly 
revention by wearing protective clothing and using 

screens where availa 

The risks involved in fertility lie in three categories: age of mother, 
number of children borne, and length of time between births. Infant 
mortality rates based on mother's age are highest with teenaged 

ers. The younger or o 
e mother and the child. 

to more than four children, the health risk to 
omes greater with every subsequent chiid. The 
owever, is in births that are spaced less than 

two years apart. The infant mortality rate for children born at in- 
tervals of less than two years is 71 percent higher than for children 
born at two- to three-year intervals (United States Agency for Inter- 
national Development, 1991). Children born under high-risk cir- 
cumstances experience inhibited growth patterns and heightened 

of infection, usually because they are unable to overcome low 
birthweight. 

of the mother is also threatened with every type 
and her poor health, in turn, inhibits her ability 

ation, education, and com- 
s are one of the primary means of lowering the 

nning services encourage ex- 
acing, and provide women 

with the technology and information needed for contraception. 

As can be seen, child survival requires that individuals at many 
levels of the social structure-the home, the community, and the 
health system-work together to change their practices related to 
children's health. To  have an impact, these practices need to be 



carried out correctly and in a timely fashion. Durin 
1980s, several theories of behavior cha 

in industrialized countri 
in terven tions were a 

isk life-styles, such as s 
The question remain 
roaches were applic 
raphic and cultural 

proacbes translate into public health 

ments of developing countries 
communication to introduce a 
gies and practices. 
velopment (USA1 
-.-- with professioiiials in developing courrti-les, in an effori to create and 

refine a health cornrnunication methodology adapted to their prior- 
cultural contexts. The 

Academy for Educational Development (AED), an independent, 

hen expanded to other countries and child survival 

technologies. A description of the project can be found in a 1992 
ublication, Results and Realities: A Decade of Experience i n  Com-  

municat ion for Child Survival, available from AED. Table 1.1 sum- 
HP and HealthCom's experience. 
althCorn project works by sending a "res- 



Child Surwiual Technology 
eriod of Project CDD 

urkina Faso, 1992- 1993 X 
Ecuador, 1 % X %  1990 X X 

X  

X X 
X X 

X  
X X  X 
X  
X 

X X X  
X 

X 

X 
X  X  X 

waziland, 1984- 1985 
Yemen, 1988-1992 X  X  
Zaire, 1988- 1990 X X X  
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e first listen to the community during assessment, 
in order to plan communication strategies and activities based on 
that community' needs, cultural context, and practices. 
test sample strate ies and materials with the community before de- 
livering them on mass scale. After a period of time, we use focused 
research to listen to the community and, on the basis of community 
members' reactions, change and fine-tune the communication 
strategies and activities if necessary. This combination of research 
and action "puts the client in the driver's seat," making the com- 
munication strategies respond specifically to the client's needs. In 
this book, the communication methodology includes five steps: as- 
sess, plan, pretest, deliver, and monitor (Rasmuson, Seidel, Smith, 

ooth, 1988). (See Figure 1.1.) 
This approach to health communication is derived from var- 

ious disciplines, including social marketing, anthropology, behavior 
analysis, advertising, communication, education, and other social 
sciences. These disciplines complement each other and 
mon principles and techniques; yet each one makes a uni 
bution to the health communication methodology. Of these, 
anthropology, social marketing, and be vioral analysis predominate 
the methodology. Anthropology helps planner (whether in a 

ealth, a private corporation, or a community group) under- 
stand the cultural characteristics, including the beliefs and practices, 
of a population, in order to offer programs consistent with the values 
and language of the target audience. Social marketing provides a 
process for developing creative strategies to promote health practices 
and products. This book will focus on the contribution that applied 
behavior analysis has made in health communication. 

ehavior analysis is a behavioral science that develops and exper- 
imentally analyzes practical pr for producing change in 
socially significant behaviors" ( If, & Risley, 1968, p. 91)- 
or, less formally, behavior analysis is a discipline that studies the 
relationships between behavior and the (interpersonal or physical) 
environment and modifies these relationships in such a way as 
to help an individual adopt new and more functional behaviors 
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Source: Heal thCom brochure, 199 1. ublished by the Academy for 
Educational Development, Washington, DC. Reprinted with permission. 

ovell, & Mayer, 1993). Four principles of behavior 
analysis are particularly relevant to health communication: 

1 .  Most behavior is learned wi th in  a cultural, socioeconomic, and 
individual context and therefore can be relearned or unlearned, 
or new behaviors can be introduced. Individuals can learn to 
adopt new health practices and make their current ones more 
effective. 

ehavior, including health-related behavior, is shaped by 
events and reactions (antecedents and consequences) i n  the so- 
cial and physical environment. When these conditions change, 
the person's behavior is also likely to change. A communica- 
tion strategy that helps a population move toward better health 
does so by using antecedents and consequences to change and 
maintain appropriate practices. Organizations as well as indi- 
viduals can help to create this environment of support for 
health practices. 



3. Environmental conditions necessary for learning new behav- 
iors are not necessarily the same as those necessary for main- 
taining the behaviors over time. communication 

teach new behaviors to a target au- 
gy to provide long- 

iefs and knowledge, 

hip between a health behavior and 



Others believe that ehavior analysis is simplistic or 
' keductionis tic. " ecause it relies primarily on observing and meas- 



tion now being asked is what role this behavioral approach to com- 
munication can play in maintaining these positive changes. Suc- 

ience in initiating 
ysis will also be use 
gies to maintain p 

health communication programs will test how effective behavior- 
ally based strategies are in maintaining health practices over time. 



ealth communication has been defined as "the modifica- 
tion of human behavior and environmental factors related to that 
behavior which directly or indirectly promote health, prevent ill- 
ness or protect individuals from harm" (Elder, Geller, 

ayer, in press). With roots in education and health education, the 
field of health communication is now heavily influenced by psy- 
chology, communication, arid other behavioral science disciplines. 
Corresponding to this preeminence is the dominance of psycholog- 
ically based theories and models of health behavior. 

avior 

Among the health behavior theories and models that currently pre- 
dominate in the field of health promotion and communication are 

odel, the Communication/ 
f Reasoned Action, the Transtheo 
ed model, the Diffusions of Innova 

learning theory, and applied behavior analysis. The first section of 
this chapter briefly describes leading health behavior theories and 
models, in order to put applied behavior analysis in context. The 
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by its name, attempts to e 

holics go through whe iving up drinking, and later t 
of smoking cessation. is research identified four in 

ternplation, contemplation, action, and ma 



when the person does not 
whether to change it. In the 

ior but is not quite ready 
refers to that aspect of the sequence where the beha 

ted, whereas "maint ance" is the longer-ter 
r action or mairrtenan 

occur, whereby the individual reverts to the patter 
preceded the "action" sta 

The stages stipulated in the Transtheoretical 
applied to the case of domestic hygiene. Initially, a 

e lacks the requisite knowledge or training--- 
der covering food, boiling water, or keeping a 
hearing a radio spot explaining the rudiments 
eeing a neighbor scrub down her domicile, she 
te taking action toward a higher level of hy- 

ation from the neighbor and her local health 
ins the behavior change process. After a pe- 

riod of time, she covers food, boils drinking water, and keeps the 
en environment clean as a matter of her daily routine. 

Although its originators consider this model theory-free, they 
also note that individuals weigh the pros and cons of behavior 
change before progressing from one stage to the next. For example, 
the abovementioned homemaker may balance the pros of a healthier 
life-style and more aesthetic environment against the cons of having 
less time to care for her children and ng part of her limited 
household revenues for disinfectant. this "decisional bal- 
ance" tips in favor of hygiene, she will move to 
action stage. In this fashion, the Transtheoretical 
other rational or decision-making and economic theories, especially 
in its reliance on cognitive processes to explain behavioral change. 
An exciting recent development in research generated by this model 
is the attempt to match intervention approaches to the particular 
stage of change that a target audience is in. For example, imparting 
information may be the most effective approach to influencing 
precontemplators, whereas skills training and cues work best for 
moving contemplators to action, and reinf ement keeps main- 
tainers from relapsing. The Transtheoretical del is currently the 



subject of many public health research efforts in both chronic and 
infectious disease control. 

Over a decade ago, Lawrence Green and his colleagues developed 
the now famous Precede/Proceed model for planning health edu- 
cation programs (Green, Kreuter, Deeds, & Partridge, 1980; Green 
& Kreuter, 1991). Although based in the Health 
other conceptual systems, Precede is a true "model," meant for 
pragmatic efforts to change health behavior rather than for theory 
development. Green and his colleagues analyze a community's 
health needs by specifying five different "diagnoses": social, epide- 
miological, behavioral, educational, and administrative/policy. 
With this model, the health planner avoids the "victim blaming" 
that often accompanies individually focused needs assessment and 
evaluation and, instead, keeps the focus on the community level. 
Nevertheless, the behavioral and educational diagnoses both stress 
behavior-environmen t relationships. 

Consistent with a behavioral perspective, the educational di- 
agnosis phase of Precede emphasizes "predisposing," "enabling," 
and "reinforcing" factors. The former two relate to antecedents of 
a behavior and the skills necessary for its performance, whereas 
reinforcing factors are synonymous with the term consequences 
used in behavior analysis. 

ifffusion of Innovations 

The Diffusion of Innovations model (Rogers & Shoemaker, 1971; 
Rogers, 1973) emphasizes the role of change agents in the social 
environment, thus taking the focus somewhat away from the ulti- 
mate target individual. The relative, neighbor, health worker, or 
other change agent may help produce behavior change in a variety 
of ways-for example, by developing a need for change, establish- 
ing the necessary interpersonal relationship, identifying the prob- 
lem and its causes, specifying goals and potential solutions, 
motivating someone to attempt and maintain action, and terminat- 
ing the change relationship. 



Social learning theory stresses the triadic relationship among "per- 
son" (that is, one's cognitive processes), behavior, and environment 
through a '(reciprocal determinism" (or "reciprocal causality") pro- 
cess (Bandura, 1977; Rotter, 1954). In other words, whereas the en- 
vironment largely determines or causes behavior, the individual 
uses cognitive processes to interpret both the environment and his 
or her behavior, and also behaves in ways to change the environ- 
ment and meet with more favorable behavioral outcomes. Thus, 
social learning theory bridges the gap between the cognitively or- 
iented rational-decision-making models and behavioral theory em- 
phasized in this book. 

Social learning theory views behavior as a function of a per- 
son's "self-efficacy" (self-confidence) and outcome expectations. A 
person becomes confident about his or her ility as a result of past 
experience with a behavior or observation others as they success- 
fully performed the behavior. The assumption is that expectations 
of positive or negative outcomes also will depend on personal or 
vicarious experiences. 

Vicarious (observational) learning is a central theme of social 
learning theory. Simply stated, w n we see someone else (a 
"model") perform a behavior, our lity to "reproduce" that be- 
havior is enhanced. andura divides vicarious learning into four 
steps: (1) attention to the model, (2) retention of what was observed, 
(3)  reproduction of the havior, and (4) reinforcement of the behav- 
ior. Reinforcement ca vicarious when the learner sees the model 

g with a positive outcome for his or her behavior. Addition- 
ally, "learners" may reinforce t emselves or may receive reinforce- 
ment from others. 

The concepts highlighted in social learning theory are de- 
igure 2.1. Through the process of self-efficacy assessment, 

the person judges is or her own level of skills and responds to the 
question "Can I it, and how well?" Through recollection of 
outcomes experienced personally or by others, t 
to the question "Will i t  pay off?'' If the perso 
both questions, the be avior is likely to occu 
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Reinforcement: 



ment-the environmental "reaction" to the behavior-will then 
help determine whether the behavior will occur again in the future. 

A social learning explanation of oral rehydration skills is 
provided in the following example. A mother who is convinced that 
she could never master the complexities of mixing oral rehydration 
solution (low self-efficacy), and has a sister whose child received the 
therapy but still died from diarrhea (negative outcome expectations) 
may be unlikely to use ORT. Conversely, a young mother who has 
confidence in her ability to locate a health clinic and to gain access 
to it during clinic hours, and who has always been able to commu- 
nicate effectively with the health workers there, should have a high 
level of self-efficacy regarding the use of clinic services. If she also 
has substantial faith in the effectiveness of immunizations and is 
not worried about side effects, she will also have positive outcome 
expectations. With both self-efficacy and positive outcome expecta- 
tions, she would be likely to attend the clinic to have her child 
vaccinated. 

Social learning theory connotes roots in the "learning the- 
ory" branch of psychology (or, more specifically, operant psychol- 
ogy or applied behavior analysis) closely identified with B. F. 
Skinner, John Watson, Charles Ferster, and others. The difference 
between learning theory and social learning theory is one of empha- 
sis: the former focuses on environment-behavior relationships (the 
bottom dimension of Figure 2.1), whereas social learning theory 
stresses cognitive interpretations of these relationships. For this rea- 
son, interventions and measurement derived from social learning 
theory are more complex than those developed within an operant 
or "applied behavior analysis" framework. 

The procedures described in this book are based in "applied 
behavior analysis.)' Applied behavior analysis differs in emphasis 
from other conceptual sys tems for understanding health behavior. 
Relatively speaking, behavior analysis emphasizes observable 
behavior-consequence relationships, whereas other theories focus 
more on cognitions and antecedent-behavior relationships. Never- 
theless, many elements of our presentation (for example, the use of 
modeling in Chapter Five) are directly related to other health behav- 
ior theories and models, especially social learning theory. There- 



fore, readers already well versed in theory will notice an occasional 
blending of these two complementary perspectives. 

ehavior Analysis: 

We now turn to a discussion of the basics, or ABCs, of applied 
behavior analysis. 

Antecedents 

Antecedents are environmental events that set the stage for or trigger 
behavior (Holland & Skinner, 1961; Sulzer-Azaroff & Mayer, 1977; 
Bandura, 1977; Miller, 1980). A crying baby reminds the mother to 
feed him; the phone rings and you answer it. Antecedents that re- 
liably signal the time for a behavior increase the likelihood that the 
behavior will occur at an appropriate time and place, Radio spots 
that remind parents to take their children to the clinic on immu- 
nization day and skills-training programs that prepare people to 
carry out a health practice function as antecedents for those 
behaviors. ( 

any behaviors are automatically triggered by environmen- 
tal events that we call naturally occurring antecedents. For example, 
the onset of diarrhea or fever is a natural antecedent that triggers 
a set of behaviors (either appropriate or inappropriate) in the 
mother and the health worker. On the other hand, many important 
health behaviors have no naturally occurring antecedents to trigger 
them. In those cases, communicators might introduce reminders to 
trigger the target behavior. These we will call "planned antece- 
dents." For example, immunization is a preventive behavior with 
no naturally occurring antecedents; there are no signs in a child that 
indicate she is ready for a vaccination. The communication pro- 
gram might, therefore, introduce antecedents by teaching mothers 
the immunization schedule, broadcasting spot reminders, or plac- 
ing posters with the immunization schedule in visible places. 

Consequences are environmental events that follow a behavior and 
either strengthen, weaken, or stop it ( olland & Skinner, 1961; 



). Generally, people tend to repeat behaviors that lead 
ositive results (positive con ences) and to avoid behaviors 
produce negative results. word reinforcement refers to 

events that strengthen behavior. 
Positive reinforcement is a pleasant, agreeable event that fol- 

lows a behavior: a child's health improves after treatme 
er praises a mother whose child is growing well; a trainee re- 

a diploma for mastering skills during training. This type of 
reinforcement strengt he the behavior or increas 
that it will occur again er, Wolf, &: Risley, 1968; 

Negative reinforcement is an  ongoing un@leasant, disagree- 
able event (or a perception of an  event); it also strengthens behavior, 
since a person will tend to repeat a behavior that stops the unplea- 
sant event. For example, more and more people are using condoms, 
in spite of the inconvenience and negative social sanctions, to re- 
lieve their fear of contra ng AIDS. Lowering their fear is what 
reinforces condom usage. ople may try various behaviors to make 
a negative event stop happening: to stop an infant from crying, a 
mother will change the diaper, comfort the baby, and feed it. The 

lly stops the event will ost likely be tried in the 
asters, 1979; Karoly & 

Punishment  is a negative consequence that suppresses or 
arents spank their children to make them stop 
r. A mother who is scolded for being late for 

an immunization is likely not to return to the clinic. These events 
act as punishment because the behavior they follow is unlikely to 

sitive reinforcement 
in designing program eve vior. Nevertheless, 
since many people act to health worker fills 
out reports to avoid critic 
a negative reinforcement 
from crying), communicators need to understan 

uences when assessing what is currently maintaining health 
practices in a community. 

The following are other characteristics of co 
portant to health communication (see Rimm 8c 

iller, 1980): 
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A consequence that immediately follows a behavior is far more 
powerful i n  influencing behavior than one that occurs after a 
t ime  delay. The immediate pleasant sensation of smoking a 
cigarette reinforces this unhealthy habit despite the long-term 
negative health consequences it causes. 
T h e  more salient, relevant, important,  or meaningful  a conse- 
quence is to  the individual, the  more powerful i s  its influence 
o n  that individual's behavior. 
that the most important con 
riched weaning food to rural 
in their children, and they tr 

weaning months. That conse- 
quence was far more relevant to their daily life than nutritional 
benefits were. 
A concrete consequence is more  powerful than a n  abstract one. 
The concrete consequence of having to walk to the clinic and 

wded room for immunization is often more pow- 
abstract benefit of preventing childhood diseases. 

Once a behavior is learned, pleasant consequences need not  
follow every occurrence of the behavior to  maintain it. For 
example, during training, health workers need frequent feed- 
back and encouragement from the instructor. 
learned to perform the skill correctly, periodic 

from the supervisor will maintain their performance. 

Consequences that occur automatically after a behavior is 
performed-for instance, a mother gives chloroquine and the 
child's fever is reduced----are called naturally occurring conse- 
quences. Unfortunately, since many of the health practices that 
communicators are promoting are preventive in nature, they usu- 
ally produce no immediate, positive, concrete, or salient natural 

n this case, a progam needs to introduce "planned 
consequences" to support t e desired behavior until naturally oc- 
curring ones are observed. lanned consequences can be material 

ards such as certificates, lottery prizes, T-shirts, and f soap. 
owever, social reinforcement-such as recognition family 



members, community leaders, and supervisors or constructive feed- 
back on one's performance-is often more powerful than material 
rewards. 

If a program must introduce consequences, those conse- 
quences should be culturally relevant and meaningful to the target 
audience. What a physician or a communication planner consider 
an important consequence may not necessarily be important to a 
mother. As with other programmatic decisions, selection of conse- 
quences used in a communication program should be based on 
research with the target audience. For example, a communication 
program in Indonesia was asked to improve the low performance 
rate of village health workers. The communicators conducted a 
small survey, asking the workers what would make their jobs more 
rewarding. Various options were suggested, such as T-shirts and 
badges or attention from supervisors (since the workers were volun- 
teers, payment was not an option). The research revealed that the 
workers preferred some form of recognition from their own com- 
munity: village leaders, neighbors, and local groups. Recognition 
from them was far more meaningful (a more salient consequence) 
than material rewards or work-related advantages. 

Behavior 

Having reviewed antecedents and consequences, we also need to 
look closely at the target behavior itself, because the characteristics 
of that behavior have important implications for communication 
strategies (Nelson & ayes, 1981). Target behavior, such as giving 
a vitamin A capsule to a child or exclusively breast-feeding a new- 
born, is the behavioral goal of a health communication program. 
When looking at a target behavior, communicators consider 
whether: 

T h e  target behavior exists, but not i n  sufficient frequency. 
For example, parents seek some but not all immunizations 
in the series. 

T h e  target behavior exists, but not i n  sufficient duration. 
Parents give chloroquine only until the fever is reduced 
and not for the number of days required. 



T h e  target behavior exists, but not in  the form desired. 
Mothers breast-feed, but they introduce other foods and 
liquids too early. 

T h e  target behavior exists, but not at the right time. Mothers 
seek medical care when a child has a head cold rather than 
when the child shows signs of pneumonia. 

T h e  target behavior does not exist at all. Some women do not 
come to health centers for prenatal care and tetanus 
vaccinations. 

A competing behavior exists. A competing behavior is one 
that, when practiced, interferes with another behavior. For 
example, bottle feeding competes with breast feeding. In 
attempting to discourage an unhealthy practice, a com- 
municator could promote a new, healthy behavior that 
competes with the existins practice and might event,~ally 

any programs promote oral rehydration salts 
(ORS) and available fluids, rather than explicitly discour- 
aging other treatments for diarrhea. 

T h e  target behavior is complex. Desirable health practices 
are frequently more complex than they may at first glance 
appear to be. In such instances, communicators may break 
the target behavior into discrete steps, in order to under- 
stand what is demanded of those who are to practice it and 
to help them learn the behavior more readily. Understand- 
ing the complexity of behavior helps communicators ap- 
propriately select messages, plan strategies, and design 
training. By recognizing the complexity of mixing and 
administering ORS, for example, Honduran communica- 
tors were able to design a program that successfully taught 
this complex set of behaviors in small, manageable steps. 

The relationship between environmental events and behavior is often 
called the A-B-C chain (antecedent-behavior-consequence). This rela- 
tionship has several implications for health communication. 

Antecedent or Consequence? The same event might function some- 
times as an antecedent and at other times as a consequence, depend- 



ing on how it influences behavior. For example, a radio spot can 
function as an antecedent by reminding mothers to bring their 
children in for immunizations, but it could also be used as a con- 
sequence by complimenting the community for achieving a high 
coverage rate. In fact, consequences for a behavior may serve as part 
of the antecedent when that behavior is repeated. Some health cam- 
paigns have used diplomas for reinforcing compliance with a med- 
ical regimen-for example, the completion of an immunization 
series. The diploma serves not only as a reinforcer (C1) for the first 
visit to the clinic (B1) but also as a prompt (A2) to revisit the clinic 
(B2) for a second or third booster immunization. This prompt may 
be especially effective if the diploma is attractive and is displayed 
on the wall of the home or other visible location. This two-stage 
sequence is represented in Figure 2.2. 

;The Power of Come uenees, Applied behavior analysts generally 
agree that conseque es exert more influence over the continued 
occurrence of the behavior than do antecedents ( 
communicator who wants to achieve lasting behavior change would 
focus on what follows desired behavior and would design strategies 
to create a favorable set of consequences for those behaviors. These 
are called consequence strategies. This approach is different from 
programs that focus primarily on antecedents. Strategies that focus 
on raising awareness, increasing knowledge, using audiovisual 
aids, and training are called antecedent strategies. If these interven- 
tions are used alone, and without regard to the consequences fol- 
lowing a behavior, they are less likely to lead to t 

practices. 

. The most powerful communication 
programs are those that strengthen the linkages between the 
dent, the occurrence of the behavior, and its consequences. 
triggering behavior though reminders and added information, an- 
tecedent strategies can also strengthen the association between con- 
sequences and the target behavior. 
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e Such strategies could "market the consequence." For example, 
radio spots promoting the desirability of immunizations could 
teach mothers to take pride in a completed immunization card. 

e The strategies could signal the availability of pleasant conse- 
quences-for example, by promoting a new weaning food as a 
way to achieve weight gain in an infant. 

e They also could teach others how to reinforce behavior. For 
example, health workers could be trained to praise mothers for 
correctly mixing ORS or administering it when their children 
last had diarrhea. 

The following are additional behavioral concepts that will be used 
throughout this book (see olland & Skinner, 1961; Rimm & 
Masters, 1979; Sulzer-Azaroff & Mayer, 1977; Miller, 1980). 

roximatiom. Frequently, target behaviors are already being 
practiced in some form. These are called approximations because 
they are similar to the target behavior, but they are not performed 
correctly or at the right time, duration, or frequency. An effective 
communication strategy builds on these approximations by rein- 
forcing those aspects of the behavior that people are doing well and 
correcting what they need to change. For example, a regional survey 



showed that most mothers were breast-feeding their infants. It also 
showed, however, that some were introducing liquids in the first 
month and others were weaning at an early age. These approxima- 
tions to the target behavior of exclusive breast feeding in the first 
four to six months of life would be praised, and suggestions and 
training provided to teach the targeted breast-feeding behavior. 

Shaping. Shaping is an instructional approach to skills develop- 
ment. Through practice, with appropriately constructive feedback 
and encouragement, the trainer encourages approximations into 
the ideal behavior. The primary purpose of role play in skills train- 
ing is to shape approximations to desired behaviors through sys- 
tematic and repeated practice and feedback. 

Fading. Fading is the gradual withdrawal of artificially introduced 
antecedents or consequences. When a program must introduce 
prompts or rewards to encourage new behavior, the program should 
also be designed so that slowly, over time, those elements will be 
withdrawn as more naturally occurring antecedents or conse- 
quences begin to take place. Successful fading to naturally occur- 
ring events is critical in maintaining behavior change over time. 

/ 

Ski1 1s Versus Performance eficit. A person may be unable to per- 
form a target behavior because he or she lacks specific information, 
tools, or abilities (that is, because of a skills deficit). After acquiring 
the necessary skills, the person still may perform the behavior in- 
correctly because conditions in the environment are not supportive 
of repeated correct behavior (that is, because of a performance def- 
icit). For example, a health worker may have learned how to give 
a health talk after receiving months of training; however, working 
with no supervision in a crowded, understaffed clinic, and with 
sporadic pay, she may infrequently use the skills she learned and 
enjoys doing. During planning, communicators need to determine 
to what extent skills and performance deficits are contributing to 
the absence of the target behavior and select and design appropriate 
communication. 



itions. Conditions 
that produce the best learning (for example, breaking complex be- 
havior into simple steps and providing extra reinforcers and imme- 
diate, constructive, a d rewarding feed ack) are not necessarily 
required to maintain a learned behavior. Communication programs 
designed for maintaining target behavior will use different s trate- 
gies from those effective in initiating and teaching new be 

ublic health communication programs that apply t 
derived from behavior analysis will have several characteristics in 
common. 

They will focus o n  observable behaviors. 
strategies introduce and maintain changes in 
than increasing knowledge or improving at ti tu 

ctices. Direct observation of behavior is, the 
t research, information-gathering, and eval 

throughout the com 

n many cases, s 

benefits. 
They w ill accommodate t complexity of desire 
tices i n  program design. mmunicators will 



ex health behaviors t ose that are feasi 
rm. In teaching a complex 
eak it down into sequential steps to enhance 

learning. 

Social learning theory; the eory of Reasoned Action; and the 
elief, Trans theore 

at person-environmen t 
planning for health behavior 
from these conceptual systems 
havior and on behavior-conseq 
salient positive reinforcement can be an effective tool for changing 
health behavior, particularly if the lack of behavior is the result of 
performance rather thaii skills deficits. 1 genera! health c m m u =  

nicators need to consider antecedents a consequences when de- 
signing communication strategies for all participants in the healt 
process: mothers, family members, health care providers, super- 
visors, community leaders, policy makers, and donors. 
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ence's media usage, institutional support, and interpersonal com- 
munication channels (Novelli, 1990; Israel, Foote, & Tognetti, 1987; 

oote, & Martorell, 1983). These areas are beyond the scope 
of this book. A list of suggested supplemental readings for this 
chapter appears at the end of this book. 

During assessment, the communicator seeks answers to three 
questions related to existing practices of the target audience and the 
antecedents and consequences that might influence them. 

e What behaviors related to the health problem is the target au- 
dience presently performing? Which ones are approximations to 
ideal behaviors? Which ones compete with desired behaviors? 
Is the absence of desired behaviors due to a skills deficit (lack of 
skills necessary to perform the behavior) or to a performance deficit 
(existing conditions and resources do not support the behavior)? 
T 71 e \rv nai consequences exist for both desired a d  competing behav- 
iors? If target behaviors produce few, if any, naturally occurring 
positive consequences, what antecedent and consequence strate- 
gies could the communication program develop to strengthen 
target behaviors? 

Answers to these questions help to shift the communicator's focus 
from technical issues to behavioral ones. 

Behavioral assessment involves analyzing the health practice and 
defining the ideal behavior, reviewing secondary research, and con- 
ducting formative research. The result will be the information nec- 
essary to plan for a behaviorally focused communication program. 

One of the principal questions to be answered during the planning 
process is "What does the target audience need to do in order to 
achieve an effective health practice?" What behaviors will the com- 
munication program need to introduce, teach, and support? Al- 
though health practices frequently appear simple, they actually 
involve a complex set of decisions and actions that communicators 
must thoroughly understand before they can plan an effective com- 
munication program. The assessment process begins, therefore, 



Assessi avior 3 

with a detailed analysis of the healt actice and a definition of the 
"ideal behavior": a list of uential steps of the antece- 
dents, behaviors, an consequences of the heal t actice in its med- 

rescribed, ideal form (Sulzer-Azaroff & 

At this step, the communicator needs to form an interdisci- 
linary team to guide him through the multiple decisions that will 

be made during assessment ing. The team would be com- 
posed of a combination of ecialis ts (epidemiologist, ma- 
ternal and child health specialist, disease specific specialist, nutri- 
tionis t), communicators (health educator, social marketer, mass 
media specialist), and social scientists (behavioral psychologist, an- 
thropologis t, operations researcher The composition of this team 
may change as needs evolve. (See hapter Six for suggested team 

ition at the monitoring phase.) 
t is not always easy to define the ideal behavior. Several com- 

rovoke discussion and dis ment among ex- 
s of focusing on behavior 

eveals how complicated the behavior really is. Second, 
several ways to perform a behavior "ideally," and these 

lly correct. For example, in breast feeding, 
r to hold and support a chi1 

the age of the infant and on the mother's position ( 
sitting or lying down). Third, experts frequently disagree about 
which behaviors are really necessary to have health impact, especially 
in those areas where no data exist to support one behavior over 

n their attempts to fine ideal hand-washing behavior, for 
example, the group of experts designing communication strategies 
had lengthy discussions concerning how many times the hands 
should be rubbed together, whether the mother should clean under 
her fingernails, and whether each finger should be scrubbed sepa- 
rately. Finally, technical experts may disagree on what the ideal be- 
havior should look like; technical norms are constantly changing as 
new data emerge. Discussions and disagreements between team 
members are natural and healthy. Team members should accept dis- 
agreement as part of the process and not let it deter them from looking 
closely at the behaviors they wish to change. Team members will have 
another opportunity to review the list of ideal behaviors after they 
have observed what people are actually doing. 



In compiling the list, the team should consider antecedents- 
enabling knowledge and skills and physical materials necessary to 
perform the behavior; behavior-the specific sequential steps re- 
quired to perform the behavior correctly; and consequences--both 
natural consequences that result w en the behavior is performed 
and ideas for planned consequences that could e temporarily in- 
troduced. During the process, communicators should encourage the 
creativity of this interdisciplinary team by asking its members to 
consider the various alternatives in each category. Focused research 
will provide information about the target audience to fill in the 
gaps in the team's analysis. 

Exhibit 3.1 is an example of the "ideal behavior9' for oral 
y (ORT) as developed by the onduras Diarrheal 

TREATMENT BE AVIORS CONSIDERED 

Diagnosis 

1. Recognize that the child's stool is abnormal. 
2. Confirm that the following pre-acute symptoms are present: 

watery stool 
listlessness 
loss of appetite 
more than three stools in a day 

3. Confirm that the following acute symptoms are present: 

sunken eyes 
dry skidmouth 
diarrhea and vomiting 

4. Confirm the following decision patterns: 

If 2 is no and 3 is no, take action. 
If 2 is yes and 3 is no, use home-based ORT. 
If 2 is yes and 3 is yes, go to hospital/clinic. 

Acceptance 

5. Identify ORT packet as medicine for dehydration-not diarrhea. 
6. Identify packet as capable of restoring appetite and activity. 
7. Identify packet as incapable of reducing the number of watery stools. 
8. Identify packet as capable of replacing essential fluids. 
9. Identify rehydration medicine as better than purge, starvation, and folk 

remedies. 



eal 
sea 

10. Identify the cost of the ORT packet in local currency. 
1 1. State why expenditure and effort are worth it. 

Procurement 

12. Name packet. 
13. Identify packet visually. 

dentify location(s) where packet can be obtained. 
15. State that two packets should be purchased each time. 
16. State how they will obtain packet. 

Mixing 

Identify a one-liter vessel. 
vessel must be washed and free from foreign matter. 

ill one liter container to the top with cleanest available water. 
ket without spilling. 

Add the contents ot" one packet with minimal spillage. 
nothing else to solution. 

Administration 

Recovery Nutrition 

36. Feed soft-boile 
37. After a 
38. Offer s 

Source: Rasmuson, Seidel, Smith, & 



As can be observed, the health practice of diarrhea treatment 
was divided into seven main categories of behaviors: diagnosis, ac- 
ceptance, procurement, mixing, administration, seeking medical 
help, and recovery nutrition. Within a specific behavioral category 
were discrete steps necessary to carry out the behavior. Some of the 
behavioral steps within a category were initially listed as several 
alternatives, and then focus-group discussions were used to explore 
these alternatives with the target audience and to choose the one to 
be promoted by the program. For example, three alternative steps 
were considered under the category "Recovery Nutrition": feed soft- 
boiled eggs every day for ten days after appetite returns; after appe- 
tite returns, offer more food than usual; and offer supplementary 
food for as many days as the child had diarrhea. This research 
indicated that rural women regarded the third suggested step (offer- 
ing supplementary food for as many days as the child had diarrhea) 
as the most feasible behavior to adopt. This behavior was then 
selected as the target for the communication program. 

Case Study: Defining the Ideal Behauior i n  
a Guatemalan Water and Sanitation Program 

In Guatemala, the Nutrition Institute for Central America and Pa- 
nama (INCAP) received funding from the World Health Organiza- 
tion to implement a communication program designed to lower 
diarrheal morbidity through increased use of a newly installed com- 
munity water system. An interdisciplinary team-made up of an 
epidemiologist, a physician, two health communicators, a regional 
health trainer, and an anthropologist-met to define the ideal be- 
havior and areas of formative research to be conducted during the 
assessment stage. 

After selecting "mother's hand washing" as the target health 
practice for the program, the interdisciplinary team began to define 
the "ideal behaviorM- the list of discrete, sequential steps they felt 
were necessary to perform this practice correctly. The anthropolo- 
gist guided team members in washing their hands, using materials 
generally found in the home (water taken from a large jug, a small 
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bowl to rinse the hands, and so on). Team members tim 
rformance and measur 

amount of water used. They f that what had originally ap- 

minutes was required. The team discovered that if a mother per- 
formed "correct hand washing," she would actually spend almost 
an hour a day washing her hands! The amount of water needed 
required the mother to carry an additional jug of water to her home 
each day, just for her own correct hand 

This exercise demonstrated that shing in its ideal 
form has a very high cost to the mot time and water 
expended. The team members realized this cost needed to be lowered 
if hand washing was to e widely practiced. They decided to use 
formative research to test the Tippy-Tap, a simple hand-washing 
device originally developed in Africa, which reduces the amount of 
water needed for hand washing. Could this attractive new technol- 
ogy motivate people to engage in this health practice? Unfortu- 
nately, fifty-four steps were identified for the fabrication, installa- 
tion, and maintenance of the Tippy-Tap. The team decided to use 
formative research to understand how the communication strategy 
could engage other family members to perform some of the be- 
havioral steps needed to make, install, and maintain this device 

urtado, Institute for Central America and anama, personal 
communication, 1992). 

Defining the ideal behavior was critical to this interdiscipli- 
nary team in understanding the complexity and cost of the health 
practice and identifying areas of research to be conducted during the 
assessment stage. The communication strategy that was developed 
as a result of this research will be discussed in Chapter Four. 



uently, research studies have been conducted on current behav- 
iors relative to the healt tice and the environment in which it 
functions; so communic need only conduct small, focused 
studies to fill in the ga efore designing additional research, 
communicators should identify and review existing data from on- 

ojects, donor reports, and local training institutions. These 
ht include ethnographies, prevalence surveys, and other 

studies of knowledge, ttitudes, and practices ( 
1991). Although these ocuments are not always easy to track down, 
they can save valuable time and resources in the long run. Some of 
the places to find existing research in a country include the USAID 
mission (its health, pulation, and nutr n offices), UNICEF 

es, the Ministry of alth and other min- 
is tries, nongovernmental organizations, medical and public health 
schools, hospitals, and the departments of social sciences and an- 
thropology at local universities. 

Formative research is research conducted for the purpose of devel- 
oping ("forming") communication strategies (Debus, 1988). 
quantitative and qualitative methods are used to provide dat 
planning communication strategies in general and for designing 
health messages in particular. The data are collected from the peo- 
ple who perform the health practice or from the people who sup- 
port the practice. For example, a survey may need to include 
questions about where mothers seek help and information when 
their children have acute respiratory infections (ARI), or an obser- 
vational study may be done to see what consequences follow the 
performance of a target behavior. 

ealth communicators can use a variety of research tech- 
niques to understand a target audience's knowledge, attitudes, and 
practices concerning the health problem (Debus, 1988). These tech- 
niques are also used to collect information on other people-such 
as health workers, husbands, and pharmacists-who are important 



Surveys-a quantitative researc 

people think or act as they do. 

nd say they do about 

logical techniques to 
to the larger cultural 



To plan a behaviorally focused communication program, 
communicators would need to take the following steps: 

1. Use qualitative and quantitative research to explore the 
consequences of the health practice and to find out what respon- 
dents say they know and do about it. 

2. Conduct direct observation. A characteristic of behavior- 
ally focused communication is that research tools are designed to 
measure behavior change throughout the health communication 
process; the same research techniques and instruments developed 
during assessment are used again in the design and implementation 
of training, supervision, monitoring, and evaluation. Communica- 
tors can conduct discrete observational studies, or they can add di- 
rect observation to other research techniques. For example, in an in- 
depth interview, a focus group, or a survey, the researcher might ask 
a mother to mix oral rehydration salts, the behavior being discussed. 

Typically, qualitative and quantitative research studies focus on 
what respondents know and feel about a health problem and what 
they say they do about it (Eiseman, Patel, & Sena, 1987). Yet improv- 
ing knowledge, attitudes, and even skills about a specific behavior 
might not be sufficient to change that behavior if the consequences 
are working against the change. Communicators can use quan- 
titative and qualitative research to explore specific behavior- 
consequence relationships in both desired and competing behav- 
iors. In this case, the P surveys could be conceptualized as " 
C": knowledge-attitude-practices-consequences research. In health 
communication programs, this distinction can prove to be very im- 
portant, particularly if the absence of the desired behavior seems to 
be due to unfavorable consequences rather than to a lack of skills. 

hen a person is already engaging in the desired behavior- 
for example, a mother who brings her child to the clinic for all three 
DPT vaccinations-the communicator can use the research op 
tunity to ask questions about at types of consequences are main- 
taining this desired behavior. es tions might include: 



hat happened the last time you took your child to 
vaccinated at the clinic? How long did you wait? 
the clinic staff treat you?" 
ow does your child act after he is vaccinated?" 

"What did your husband do or say when you returned from 
the clinic?" 

ornmunicators can also use qualitative and quantitative re- 
plore why a person does not perfor 
mpeting behavior (see Debus, 1988) 

to the consequences to mothers administering an antidiarrheal, 
rather than ORS, might include: 

hat happens to your child when you give an anti- 
diarrheal? " 

w does your mother-in-law react when you give anti- 

"What would happen if you didn't give an antidiarrheal and 
gave ORS instead?" 

Including questions a out consequences in quantitative and 
qualitative research will provide communicators with information 
critical to planning their behaviorally focused cornnriunication pro- 
gram, especially if t e absence of the behavior is due to a perfor- 
mance deficit. 

In general, communicators planning research that will aid in devel- 
oping cornrnunication strategies should first clearly state program 
objectives in terms of desired behaviors. Then, different kinds of 
research can be used to identify important aspects of behavior. 

Identify and Understand Existing Behavior and Its Conse- 
quences. Communicators often have very little existing 
(empirical) information about the prevailing practice of 



behaviors relevant to the health problem being addressed. 
Qualitative and quantitative research opportunities can be 
used to explore these practices. In onduras, for example, 

ealth wanted to begin a more aggressive 
infection (ARI) program, but had very 

little research data on mothers' current knowledge, atti- 
tudes, and practices. th interviews were conducted 
to assess mothers' skills with respect to home management 
of acute respiratory ctions. Specifically, researchers 
asked what signs of the mothers attended to, what 

dicines they used, and which of several items 
tips, or a cloth) mothers preferred to use for 

clearing nasal passages. 
Develop a Detailed List of Steps for Performing the 

Practice. During assessment, comrnunicators analyze the 
complexity of the desired health practic 
down into a series of discrete, sequentia 
focus-group discussions or individual interviews, mothers 
can discuss and demonstrate to researchers crucial behav- 
iors related to the health issue or chi1 survival strategy 
being investigated. In The Gambia, f us-group partici- 
pants were asked to mix a water-sugar-salt oral rehydra- 
tion solution following a prerecorded taped message. The 
researchers were then able to identify steps in the process 
that had not been included in the instructions and without 
which the mothers could not mix the solution correctly 

desired behavior is due to a perfo 
munication strategy will focus on strengthening conse- 
quences to support and maintain the desired health 
practice. As previously mentioned, quantitative and qual- 
itative research can help communicators determine which 
consequences are the most culturally appropriate, individ- 
ually salient, and immediate for the specific target au- 
dience. Communicators should not assume that certain 
reinforcers have universal appeal until research has con- 
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tion is a funda- 

social units have much more 
for example, focus-group re- 

s for correct diarr 
the entire village, as well as to 

avior va 

interactions. 



Frequently, communicators do not have the resources or the 
time to conduct separate observational studies. In this case, they can 
combine research techniques to complement and corroborate find- 
ings. One way is to include structured observation in program re- 
search. Focus groups, in-depth interviews, and surveys provide 
excellent opportunities to conduct behavior observation (Debus, 
1988). For example, the researcher can ask mothers to wash their 
hands and can use a performance observation checklist as a part of 
a focus-group discussion or an in-depth interview. 

Types of Observation 

Behavior can be observed in the setting where the behavior occurs- 
the hospital, clinic, office, or home-or in a simulation. Several 
types of observation are useful in assessing behaviors. 

servation. Performance observation is conducted 
when the communicator knows what the ideal health practice is and 
wants to find out how often the behavioral steps (necessary to per- 
form that practice) are performed or how many are performed at a 
given time. Sample performance checklists are included as resources 
at the back of this book. 

The health practice is first broken down into a series of mea- 
surable steps and compiled into a checklist. The researcher then 
observes the practice and checks off those steps the person executes. 
For example, an interdisciplinary team could identify the behav- 
ioral steps that health workers need to perform for effective int 
personal communication and compile them into a checklist. 
using the checklist while observing a number of health talks, super- 
visors could assess what content areas and teaching techniques need 
to be emphasized in future training sessions. Performance observa- 
tion would also be a useful research technique for understanding 
the current skill levels of mothers as they prepare and administer 
ORS. Communication messages could be selected to emphasize 
those steps mothers were not performing correctly or at all. Exhibit 
3.2 is a performance checklist for observing a mother as she prepares 
prepackaged oral rehydration salts in her home. 



avior 

Uses a container that measures one liter. (Asks if t 
bottle.) 

ashed container so it is free from foreign matter. 

Fills container completely with the cleanest water possible (only 
314 full). 

packet without spilling contents. 

Adds the contents of one package, with minimal spillage, to the 
water. 

Adds nothing else to the solution. (Asks if she should). 

Stirs or shakes the solution until all of the salts are dissolved. 

Does not heat or boil the mixture. 

erformance observation, the observer as 
to mix the oral rehydrati alts and checked off each 
she performed correctly. observer also noted (in 
thing else relevant to mixing the salts; for exa ple, the mother was 
not exactly sure what a liter measure was and asked whether she 

ing else to the mixture. f other mothers repeat this 
attern, communicators will conclude t ey need to emphasize 

s in their training and media messages. 
erformance observation can also help communicators dis- 

e approximations to target behaviors exist. 
portant for planning a training program or 

for establishing baseline performance levels before a health com- 
ogram is launched. The same erformance observa- 

used after an intervention, to sess the impact that 
es have had on performance. This 
ervation is discussed further in 

rmance observation also is a useful monitoring 
tool and is further described in Chapter Six. 

g. Narrative recording is particularly use- 
ful when communicators are unfamiliar with rget behaviors and 
the environmental events that support or deter m. The researcher 



simply observes a person engaging in the behavior and writes a 
narrative describing in sequence what transpires. Unlike 
ended observational cording, these observations are organize 
a three-column (A- 6) chart consisting of the eve 
prior to the behavior (antecedents), the subject's responses (behav- 
iors), and the event that follow the behavior (consequences). Nar- 
rative recording allows further specification of the conditions in 
which the behavior occurs and the possible conditions that might 
maintain the behavior (Mazdin, 1981; 
1 984). 

For example, in onduras, communicators suspected that 
the reasons why mothers were not completing the immunization 
series had to do with some aspect of clinic policy and practices. A 
survey showed that mothers had sufficient knowledge about the 
need for and timing of the immunization schedule, but they were 
not iakifig their children to be iiiiiiiunized. The co~~iriiunicators 
used narrative recording to learn whether certain interactions be- 
tween mothers and the clinic health worker might deter or support 

servation: Immunizations in a 

Behaviors 
Antecedents (of Mothers) Consequences 

Clinic empty, nurse 
filling out paperwork 

Several minutes later, 
nurse motions to 
mother to approach 
the examination sta- 
tion with the baby 

Nurse places baby on 
scale 

Nurse injects baby 
with injection 

Mother walks in, Nurse continues to 
looks at nurse look down at paper- 

work, does not look 
up at mother 

other approaches ex- Nurse takes baby, baby 
amination station, begins to cry 
hands nurse the baby 
to be weighed and 
vaccinated 

Mother looks on 
attentively 

Mother cringes 

Nurse records weight 
in chart without say- 
ing anything 

Nurse hands crying 
baby back to mother; 
nurse says nothing, 
spends several minutes 
on chart work 
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Behauior Frequency 

Greets mother 

Asks mother about her child 

Asks mother open-ended question J J  
raises mother for what she says or does 

correctly J' J J  
Asks mother closed-ended J J/J J/JJJJJ/ 
Demonstrates mixing ORS J J J J J J J  

as mother demonstrate mixing OR§ 



mother closed-ended 
questions, and demonstrating mixing ORS). During supervisory 
visits, they would raise the nurse for performing those 
steps. They would e to provide specific training in the 
steps that the nurs sently carrying out in sufficient fre- 

this case, asking o en-ended questions, praising a 
mother for what she does or says correctly, and having mothers 
demonstrate mixing ORS). 

e communicator uses duration recording 
es the target behavior is occurring, but not in 

sufficient duration to be effective. The observer measures the length 
of time a specific action occurs during a designated sample time 
period. The behavior to be measured must have an easily deter- 
mined beginning and end, so that the observer can accurately and 
reliably determine the length of time that the behavior was per- 

rmed during a predefined observation period (Sulzer- & 
ayer, 1977). Again, any feeding practice (breast feeding, is- 

tering OR§, feeding weaning foods, or feeding during illness to 
maintain the child's weight) increases in health effectiveness the 
longer each feeding session lasts. T e length of time a mother at- 
tempts to administer OR east milk, or other foods becomes a 
critical measure to be tak ough observation. 

Exhibit 3.5 is an example of the use of duration observation 
to help researchers understand how clinic practices influence moth- 
ers bringing their children to be immunized. During this duration 
observation, the observer simply noted the time that individual 
mothers arrived and left the clinic and then calculated the length 
of their visit. In this case, duration observation demonstrated that 
immunization of a child took an average of seventy-one minutes 
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other #l  7:15 a.m. 750 35 minutes 

other #2 42 minutes 

other #3 723 a.m. 820 57 minutes 

other #4 725 a.m. 8:45 78 minutes 

other #5 728 a.m. 905 97 minutes 

other #6 728 a.m. 925 1 17 minutes 

from the moment mothers arrived at the clinic to the moment they 
communicators discover a negative conse- 

quence that probably would deter mothers from returning fre- 
quently enough t s  immunize their childre:: completely. 

ation. The effect of a behavior can be 
ns of behavioral products observation. The ob- 
number of "physical" products or effects of a 

xample, the number of used syri 
ere immunized on a given day; 

ORS packets distributed at a clinic indicates how many mothers 
heard the ORT message. 

ehavioral products observation is particularly useful when 
direct observation of a target behavior cannot be made or is too 
time-consuming or when direct observation might make a person 
respond differently ( ayes, & Nelson, 1984). For example, 
one of the principal n ORS utilization is the quantity of 

administered to the child in the home. Studies 
xico and Lesotho (Touchette, Elder, & Nagiel, 

1990) demonstrated that the amount of O used in the home could 
be directly measured and used to corro ate mothers' verbal re- 

others were provided a liter of premixed ORS solution in 
the clinic and were requested to administer all of the solution to 
their children within the next twenty-four hours. Observers then 
visited the mothers in their homes the next day and measured the 
amount of ORS solution left in the bottle. (See Exhibit 3.6.) 



A m o u n t  of O R S  
o m e  # Child's Age eight Remaining 

1 3 mos. 4.8 k 700 ml 

2 33 mos. 13.4 k 450 ml 

Generally, in beha 





has perceived in 

servation is considered systematic when observers are trained to 
se a predetermined form to categorize events or to 
ehaviors or aspects of target behaviors as they are 

servations can be ade during assessment to measure existing be- 
havior and to establish a baseline of performance levels, against 
which changes can be compared after an intervention ( 

, 8c Nelson, 1984). If the observation is to be used for assessing 
t the planning phase of training, for example, a behavioral 

checklist would reflect those skills slated for the training sessi 
and would provide baseline levels a a i m  which to measure 
impact of training on trainee performance later on. 

erforrnance, narra- 
frequency observation can be applied within 
easures: interval recording, momentary time 
uous recording (see 

divides the total ob 
ample, one hour-into a number of equal 
ranging from five seconds to one or two m 
notes whether or not the defined behavior occurs in each interval. 
Interval. length should be such that the behavior typically occurs 
only once in each interval. In momentary time sampling, the ob- 
server takes brief "snapshot" observations throughout the desig- 
nated time period. These snapshots can be evenly spaced or random. 
For example, to find out how many women are standing in line 
outside of clinics, an observer can conduct momentary time sam- 
pling on an hourly basis; such a sampling can provide a reliable 



Assessi vior 5 

rage. In continuou 

recorded. As a rule of thu 
quently (less than several 

rded during continuous observation; if the behavior occurs very 
uen tly (many times a day), momen tary or interval recording can 

be used; i f  the quality of practice hinges on how long it 1 
duration should be recorded (Rasmuson, Seidel, Smith, & 
1988). 

. Observation forms are 
designed to systematize the observation of behavior. In narrative 
recording, a sheet divided into thirds-with headings of "Antece- 

vior," "Consequence"-will be enough to organize a 
ver's responses. On the other hand, as demonstrate 

above, performance, duration, frequency, and behavioral products 
forms are based on a predetermined list of ideal behav- 
vioral steps and/or physical products to be observed. 

a checklist, researchers should express all items 
events. For example, a1 though "Encourages mothers 

to participate" is an important aspect of an effective health talk, 
"encourage" is not just one behavior and is not directly observable. 
The concept, therefore, must be broken down to describe what a 

ker actually does "to encourage" ----for example, "Asks 
ers a question," "'Uses a mother in a demonstra- 
mother," "Smiles and no s when a mother 

hrasing items on the checklist in terms of observable behav- 
reduce the amount of interpretation observers need to 

rate performance. Observers might interpret "Encourages mothers" 
in very different ways, because they might be looking for different 
signs of that encouragement. reaking down "encouragement" into 
specific actions, such as "Smiles and nods when a mother responds" 

raises mothers," helps ensure that each observer will look 
specifically at those actions when rating the ge era1 area of encour- 



ica 

ional researchers must be carefully se- 
data gathered relies primarily on the 

irectly involved i 
the observations. For ex- 

actors can observe clinic practices. 
he process will make t 
ore likely to use the 

take changes in clinic procedures. 1 
the person performing it might be 

or example, a mother-if she is k 
may be able to keep track of how many tim 
twenty-four hours. Genera 
use neutral, outside observ 
for specific qualities that make f 

ce, neutrality, attention 
practical experience. Te 

university students with thes 
side observers. 



tent areas correctly presented in Swahili. 

servers. Once the researc er way, observers 
sure that the da 

tional research ca 
cture of what is 

s and applications 

ssment is the first stage o 
stage, communicators ga 
ication strategies based on the needs, cultural context, an 



ractices of the tar 

representatives of the tar 
shift the focus from the technical issues of th 
what people need to do to respond to the heal 

T o  plan a behaviorall 
communicators should define 
ior and compare it to existin 
series of questions about exis 
iors compete with the ideal behavi 
tions, and whether the absen 
deficit or a performance deficit- 
strategies to strengthen, replace, teach, or maintain those behaviors. 

Critical to the planning p 
consequences exist for both ideal and competing behaviors. T o  he 
answer these questions, commu 
search instruments to identify consequences as well as observe the 
ehaviors directly. They can then s ecifically design programs with 

consequences that support performance of desired behaviors. 



During planning, communicators use primary and second- 
ary research results to se men t target audiences; select behaviors; 
plan strategies; develop essages; and design management, distri- 
bution, monitoring, and evaluation systems (Debus, 1988). This 
chapter focuses on how the communicator analyzes the relation- 
ships between the environment and the desired behaviors and takes 
those relationships into consideration when selecting target behav- 
iors, planning communication strategies, and selecting communi- 
cation channels. Specifically, this chapter describes the behavioral 
approach to selecting target behaviors that are most amenable to 
change and have the greatest potential impact on the health pro 
lem and organizing them in order of priority; developing commu- 
nication strategies that remedy skills and performance deficits by 
teaching and supporting skills development and creating an envi- 
ronment of support for maintaining learned behaviors; selecting 
integrated interpersonal, print, and mass media channels to func- 
tion as consequences as well as antecedents to target behaviors. 

The selection of target behaviors is one of the most difficult deci- 
sions made during planning. Traditionally, communicators, in an 



effort to provide compre 
have included too many behaviors and 

ave achieved behavio 
f feasible behaviors. For e in a successful 

immunization program in t 

elusively on motivati 
sles vaccination by the time their child was nine months old. Other 
immunizations were not mentioned in the communication mes- 



be following steps will help communicators select a few 
aviors to be targets for a communicatio 

with a review of the data concerning a ta 
beliefs, knowledge, and practices related 
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nication program will ve subset of the medically 
prescribed ideal behavio 

During the process of elimination, the plannin 
siders the health impact and feasibility of each ideal behavior, as 
well as the approximations to that behavior that are already being 
performed by the target audience. The following questions can as- 
sist the team in honing the long list of ideal behaviors down to the 
core set of target behaviors: 

1. Does the ideal behavior have a demonstrated impact on this 
specific health problem? If it does not, it should not be selected 
as a target behavior. 

2. Is the ideal behavior feasible for the audience t o  perform? An 
in-depth understanding of the target audience is essential if one 
is to understand the environmental constraints that will affect 
adspion. 

Does the ideal behavior produce negative consequences for 
the person performing it? 
Is the ideal behavior incompatible with the person's current 
behavior or with sociocultural norms or acceptable practices? 
Does the ideal behavior require an unrealistic rate of 
frequency? 

@ Does the ideal behavior require an unrealistic duration? 
Does the ideal behavior have too high a cost in time, energy, 
social status, money, or materials? 
Is the ideal behavior too complex and not easily divided 
into a small number of elements or steps? 

3. Are any existing behaviors approximations to the  ideal behav- 
ior? Can these behaviors be shaped into an effective health prac- 
tice through training and skill development? Communication 
programs are more likely to achieve behavior change if they 
build on what people are already doing correctly. If existing 
behaviors are similar to any of the remaining ideal behaviors, 
they should be included in the list of target behaviors. 

The team will need to be very discerning and make some 
hard decisions by weighing the pros and cons of each behavior. A 

ehavior might be necessary to have an impact on health, but it may 



indicated, however, that, although mothers did not have problems 

eliminated from the list of target behaviors. 
This process of elimination is not necessarily either-or 

rather, a balancing of all the factors that might determine whe 
or not a behavior will be adopted. Sometimes the behaviors are 
feasible for the target audience to perform in their ideal form, 
they are absolutely necessary to have an impact on the health prob- 
lem. In this case, the team enters into a process of negotiation with 
a medical or nutritional specialist, to try to find some intermediate 
point between the ideal and existing behaviors that could still have 
some health impact. For example, if a behavior requires too high 
a frequency, duration, or cost in its ideal form, the team will need 
to negotiate with a medical specialist a way to reduce that fre- 

cy, duration, or cost. In the Guatemala hand-washi 
, the planning team concluded that mothers should w 

hands twenty-six times a day, and each hand washing required an 
average of 600 cc of water and approximately two minutes of time. 
n this case, the ideal behavior obviously had too 

target audience. The team negotiat 
order to determine the times when 

act on diarrhea morbidity. As a result, the list of target 
was reduced to two: hand washi 
adminis tering foods to children 

At this point the team may need t 
dience, to test its reaction to any new behaviors on the list. Asking 

inions and reactions in focus-group discussions or, better still, 



actual trials of the haviors will help planner 
a1 list of desired b . In Guatemala, the 

romotion related 
s of elimination 

to reduce the list from ten to four. They then tested each of the four 
behaviors in five home trials. The data from t 
them finally select one ehavior as the focus of the communication 

the list of target behaviors is still too numerous to be man- 
ageable, the team will need to determine which behaviors should be 
focused on initially and which can be introduced later in the pro- 
gram. This shortened list of essential target behaviors allows the 
team to select communication strategies, communication channels, 
training objectives, moni torin tools, and program evaluation crite- 
ria to focus more explicitly and effectively on behavior change early 
iii the prograiii. Later, coim-~iunicato~s can introduce target behav- 
iors more critical to maintaining the health practice. 

avior Analysis Scale (adapted from Green, Kreuter, Deeds, 
, 1980) is particularly useful when a health practice is the 

target for communication for the first time. (For a sample of the 
scale and a more detailed explanation of how to use it, see Resource 
E.) The scale includes nine criteria of behavior against which a 
potential target behavior can be rated: impact on the health prob- 
lem, positive consequences, compatibility, frequency, duration, 
cost, approximations, complexity, and observability. The interdis- 
ciplinary team rates each behavioral step from 0 to 5 for each cri- 
terion. The resulting "score" helps planners see which 
ehaviors are most amenable to change and which have 
otential for impact on the health problem. T 
ale is not a rigorous scientific methodology. eed, the interdis- 

clplinary team may find that, even with rese 
have to score items without data or wi available information that 
is contradictory. The ratings frequ tly reflect a compromise 
among the various disciplines represented on the team. 
less, the scale offers a coherent guide to select target behaviors, per- 



riety of disciplines 

havior, the reason for performing it, the benefit (or consequence) 
rforming it, its cost, a d the vocabulary used to describe the 

T o  select the target behaviors, the interdisciplinary team first 

lem; these items behaviors. Team members 
then compare id viors and analyze where they 
are the same, where approximations exist, and where the two are 
completely different. The behaviors on the two worksheets that are 

re approximations are selected as target behaviors 
re ideal behaviors are radically different from w 

the target audience is currently oing, but are necessary for impact 
on the health problem, the te enters into negotiation with a 

determine a more feasible intermediate target 
s is not a scientifically rigorous methodology, 

but it assists the planning team in organizing discussions. 

Communicators must consider many factors-medical, political, fi- 
nancial, logistical, and technical-when deciding on the "best" 
communication strategy. ehavioral factors also should play a part 
in influencing strategy selection. This section describes how com- 
municators analyze the relationships between the environment and 
desired behaviors and take those relationships into consideration 
when selecting communication strategies. 



receive some training and initially have an acceptable level of skills 
ealth services and information at the community 
ower, 1976). Despite a good beginning, however, 

attrition rates for these volunteers are high throughout the develop- 
ing world, and their potential ct as conduits of health infor- 
mation, skills, and reinforcem their communities is greatly 
diminished (Elder, et al., 1992). ently, program planners con- 
clude that community health need more training to "keep 
them motivated." The problem here, however, is more a perfor- 
mance than a skills deficit. An analysis of the situation from a 

ective would lead to a strategy focusing less on 
retraining and skill building and more on increasing pleasant con- 
sequences and decreasing unpleasant consequences for the volun- 
teers' work. Research would be used to determine which conse- 
quences would be most likely to increase desired behaviors and 
which unpleasant consequences might be decreased. This informa- 



esign of a support system to help these 
tive and active volunteers. 

erformance deficits are also a common problem when 
o perform target behaviors correctly. Once again, a 

communication strat less on skill building 
more on creating an ironment of support (Kyenkya-lsabirye & 
Magalheas, 1990). Researc could be used to identify what unplea- 
sant consequences might e or whether it 
produces few, if any, ple 
mothers are convinced that 
and are taught how to breas 
be extremely painful, however, particular1 y in the first several 
weeks. First- time mothers, in spite of their good intentions and 
skills, may feel overwhelmed and frustrated by this pain, The com- 
munication strategy in this case could focus on increasing social 
support during the first month of breast feeding. Communication 
could be used to teach fathers and other women how to support the 
first-time mother during this initial month. 

trategy Selection 

The flow chart shown as Figure 4.2 is a decision tree that can assist 
communicators in selecting communication strategies. It is divided 
into two general areas: skills deficit (on the left-hand side) and 
performance deficit (on the right). T o  use the flow chart, commu- 
nicators first consider whether people know about the target behav- 
ior. If they do not, communicators generally will select antecedent 
strategies to introduce a behavior, provide information, and create 
awareness of and demand for new health technologies and behav- 
iors. For example, in the early days of diarrheal disease control, 
most ORT communication strategies first focused on introducing 
the concept of dehydration and the need for ORS to prevent deaths 
from dehydration. 

If people are aware of the behavior, communicators would 
then consider whether "people are able to perform the behavior if 
they are asked." If not, they have a skills deficit, and communicators 
would select strategies to train and teach skills and to shape 
approximations. 
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trategies: Decision Tree, 

performing 
target behavior 

Training, 
teach dills 

Done with 
adequate 

i i  frequency 
duration 

with accuracy 
timing 

mation? 

See 
Perfomance 1 I*icit 1 

- - 

Increase 
sallency of 
(longterm) 

positive 
conse- 1 quences 

Performance Introduce 
creates no positive 
immediate conse- 

results quences 

I "  I 

1 Non- 

I Other I 
behaviors 
are more 
rewarding 

/ Behavior I , , 
1s too Skills 

deficit 
difficult, 

/ costly 1 - 

alternative 
behaviors 

Source: Adapted from the Flow Diagram in Analyzing Performance 
Problems, Mager & Pipe, Second Edition, 1984, p. 3. Copyright @ 1984 by 
Lake Publishing Company, Belmont, CA 94002. 



the other hand, people-know about the 
know how to do it correct but still are not performing it, they 
have a performance deficit. this case, communicators would con- 

es of the behavior 
communication strategy to infl 
behavior itself. 



avior e 5 

y is to reward a 
frequency, duration, accuracy, and 

as mentioned, most people in the target au 
ow to perform th 

orrning it in their 

hen considering strategies to 



avior e 

deficits. 

children to the clinic when they are ill. Finally, 

an unpleasant consequence, communicators must first determine 
where the punishment is coming from and then develop strategies 

act of this punishment. 
rom a husband, he coul 
hildren's immunization, so that he will 

1 of the mother's practice. If the punishment 
avior itself, communicators may want to 

strategy to incorporate or s gthen another salient source to pro- 
vide positive consequences. example, breast feeding can be per- 
ceived to have an immediately punishing consequence. 
extremely painful, especially during the first weeks. It als 
a good deal of a mother's time and patience, and some mothers 
complain that it restricts their movements and keeps t 

other responsibilities. To  decrease the power of these 
consequences, a breast-feeding communication strategy could pre- 
pare a mother for the immediate consequences and urge women in 
the family and neighborhood to provide extra encouragement dur- 
ing this period. Eventually, the pain lessens, and the naturally oc- 
curring benefits of breast feeding take effect and support the 
behavior. Communicators also could encourage older children or 
other family members to support the mother by running errands or 
caring for the other children while she is breast-feeding. 



hen Performance Creates N o  Immediate Result 
of their preventive nature, many target behaviors aime 
survival have no immediate, salient consequerlces that 
performing the behavior can easily perceive. or example, a mother 
may not be able to see that, because of her ew feeding practices, 

ild is maintaining his 
The communication s 

duce planned conseque 

ce, diplomas or prizes could 
intain their weight in spite 

of diarrheal episodes. t incorporate social 
consequences in to the 
to create an environment of support for the mother; they might, for 
example, ask a husband to congratulate his wife or a mother-in-law 
to praise her daughter-in-law for fee 
episodes. It is also possible to teach t 
more immediate consequences for h 

olf, & Risley, 1968; Sulz 
, a mother might be asked 

record how many times her sick child eats during a day. 
If a communication program introduces planned conse- 

quences, communicators will also need to develop antecedent s trate- 
gies to increase the saliency of the new conse 
examples above, mothers would be informed that prizes and diplo- 
mas are available; mothers-in-law would be taught how and when 
to congratulate their daughters-in-law; and mothers would be 
taught how to use the calendar. 

As discussed, the choice of the most culturally appro 
personally salient, and immedia te consequence to in tro 
be guided by research with the specific target audience 
municators may deem as the "best" consequence ay not be the one 

erceived as "best" by the target dience. For example, in the 
villages of Central Java, Indo opout rates of volunteer pri- 
mary health care work s were extremely high. Gommunicators 
used focus-group resear to find out what conse uences would be 
most likely to support these volunteers in continuing t 



communicators had t 
s and diplomas, woul 

sented and discussed d 
workers said, however, lic acknowledgment from village 

Communicators also must consider how the planned co 
quences they introduce will be 
urally occurring consequences 
term performance of behavior, 
planned consequences. The main 
cussed further in Chapte 

ore Rewarding Than Perfor- 
ehold responsibilities of chil- 

dren's caretakers performance of ma 
s not take a child to 

nized, the mother has more time work in the family garden and 
does not have to arrange care for other children left at home. 
this way, she is actually rewarded for not immunizing her child. 

The communication strategy is to increase rewards for the 
target behaviors. Caretakers often have not experienced any positive 

uences from performing a target behavior such as obtaining 
izations several times over the first year of a child's life. In 

make the immunization process more attractive to 
for a mother, the communication strategy would corn 

actual changes in clinic actices with communication messages to 
romote clinic services. inics would try to mak 

ltive through better ser e (faster, more polite) 
motivational schemes (diplomas, lotteries). After 
positive consequences from the behavior, the m 
to do r to do. 

ehauiors Are More Rewarding. In child survi- 
val programs, mothers frequently perform behaviors deemed coun- 
terproductive for the health of their children. For exa 
bottle-feed rather than breast-feed. 

The communication strategy is to increase rewards for the 



Case Study: Selecting Target 
Communication Strategies in  a 

ater and Sanitation Program 

As described in the case study i 
) received funding 

ealth Brganizati nt a communica- 

creased use of a newly installed 
interdisciplinary team made u of an epidemiologist, a physician, 
two health communicators, a egional health trainer, and an an- 
thropologist met to define the ideal behavior and areas of formative 
research to be conducted during assessment. Through this analysis, 
the team defined "correct hand washing" as the health practice to 
be promoted by the program, defined the behavioral steps necessary 
to perform "ideal" hand washi g, and concluded that hand wash- 



and costly to mothers, t 

vice originally de 
device reduces the am of water needed 
at the same time is an attractive new techno1 

owever, fifty-four be 
e fabrication, ins tallation, and maintenance of the 

Tippy-Tap. The team therefore decided to use in-depth interviews 
sions to understand how other family 

incorporated into the communication strategy to 
perform some of the steps needed to make, install, and maintain this 
device. 

After conducting formative research during the assessment 
stage, the interdisciplinary team met again to iise the resiilts to select 
target behaviors and develop communication strategies necessary to 
increase correct hand washing. Since this was the first time com- 
munication had been applied to a water and sanitation program by 
the institute, the team used the ehavior Analysis Scale to select 
target behaviors. The discussions ere lively as each discipline pre- 
sented its rationale for the scores. The epidemiologist assessed the 
potential impact of each step on the health problem-diarrheal 
morbidity. At the same time, the anthropologist and the social 
science researcher looked closely at behavioral approximations, 
compatibility, and the cost of the behavioral steps to mother 
pared with what they were already doing. Application of the 
ior Analysis Scale helped the team reduce the target hand-washing 
behaviors from fifty-four to twenty- two. 

The team members then moved to developing the communi- 
cation strategy. They decided that the health practice was not being 
performed because of a performance deficit. That is, mothers found 
it too costly to perform all the behavioral steps necessary for "correct 
hand washing." The communication strategy, therefore, focused on 
decreasing the unpleasant consequences of hand washing by sys- 
tematically incorporating fathers and older siblings in installing 
and maintaining the Tippy-Tap and helping mothers wash 
younger children's hands. The strategy also focused on increasing 



each other for washing infants' hands. 

After communica 

nication channels are usually 

Interpersonal channels---such as face-to-face corn 
community distribution, ome visits, trainin 
sions, and counseling-are generally best 
to messages, providing infor 
skills that need two-way communication between 
and a credible source of information. Interpersonal communi- 
cation facilitates the discussion of information or messages 
the target audience regards as "sensitive" or "personal." 
also important for providing tive feedback and immediate 
reinforcement to the people p ing the target behaviors. 

roadcast channels generally provide broad coverage for com- 
munication messages, reaching a large number of t 
audience quickly and frequently. In developing count 
has been a powerful channel to reach large numbers 
with communication messages, and to model target 
and their consequences. In some countries, such as Egypt an 

hilippines, television has also played an important role. 
Print channels-such as pamphlets, flyers, and posters-are 



viding a timely reminder of key 
mphlets and other graphic 

the individual or ho 
complex information in a digestible form, so that the target 
audience can use that information when it most needs it. Au- 
diovisual materials--- ape shows, and flip 

ring interpersonal 

e rules for selectin channels are basic 



riate information in an un 
ce, and to remain within a b 

ere are many excellent books written on how to select 
channels and how to develop, pretest, 

ials in developing cou of these books 

iorally focused communication strategy. 

ces 

unication channels have co 

uence is not immediately o 
reventive nature of a havior, communic 
ositive consequences ntil more natural c 

aterials, such as di 



ard compliance or mastery of s eal th newsletters 
profile outstandin are workers or effective 

io and television spots can provide 

ategy introduces new consequences, 
on channels to teach 
nces. Radio and tele- 

ces that rewards or 
available for successfully completing a health practice and can mo- 
tivate family members to reinforce target behaviors. 

Communication channe also can be used to lower consequences 
for engaging in target b aviors. In some cases, the communicator 
cannot directly change the negative consequence itself 
duce its impact on the target audience. For example, malaria pro- 
phylactics can cause side effects. Communication channels can 
provide information about those effects, teaching the target au- 
dience that they are normal and necessary for the medication to 
effective. 

hild survival technologies and required b aviors are evolving. 
ew behaviors generate new consequences. mmunicators often 
ed to increase the saliency of a relatively unknown consequence. 
any people in the developing world simply did not know that the 

lack of vitamin A could cause night blindness. Communication 
strategies that focus on increasing the saliency of this consequence, 
however, would not necessarily produce recommended preventive 
behaviors, since only a few children actually get night blindness. 

reventing this disease is not particularly salient to the target au- 



ience. Research is now demonstratin 
f death from other, more 
cation channels can now 
e to parents. In most coun- 

they can reach a lar in a short period of time. 

Table 4.1 illustrates the way channels might function to trigger, 
, and reward target behaviors, specifically considering the de- 

omic characteristics of developing country 
populations. The nu r 1 indicates that this channel would be 
particularly strong in this function. A 2 means that the channel 
would probably be fairly strong. A 3 indicates that this channel 

tively weak in this function but could be 
ther channels. A blank means that this 

not perform well in this function. The 
tended to serve only as an example of one 
to use communication channels. Com- 

municators should come up with different ratings for their own 
target audience and selected health practices. 

Table 4.1 is designed to help communicator 
the different channels could function within the A 

ot to encourage them to select among the channels. Again, the 
question is not which channel is best but, rather, how these chan- 
nels can be used in an integrated way to support and reinforce 

specific target audience (United States Department of 
uman Services, 1989). 

Tables 4.2 and 4.3 illustrate ways in which the three chan- 
nels-interpersonal, broadcast, and prin t-could be integrated to 
create an environment of support for mothers who are not complet- 
ing the immunization schedule in an EPI program because of a 
skills deficit: approximations to target behaviors exist, but they are 
not being performed with sufficient frequency or at the right time. 
The EPI program objective is to increase the number of children 
with completed vaccination series. Communicators translate these 
objectives into the following target behaviors: 



avior e 

Broadcast 
(Radio/  

Strate Interpersonal Television) Print 

Antecedents 

Increase knowledge 1 1 2 

Create awareness or 
demand 

otivate tria 1 1 2 

Give timely reminders 2 1 2 

Practices 

Teach complex skills 1 3 2 

Shape approximations 1 

rovide feedback 1 

Teach frequency 1 1 2 

Teach duration 1 1 2 

Teach accuracy 

Teach timing 

Consequences 

Decrease unpleasant 
consequences 

Introduce pleasant 
consequences 

ncrease the saliency of a 1 
consequence 

Decrease rewards for com- 1 
peting or nondesired 
behavior 

to the clinic at appro riate intervals for 
the immunization card to every clinic 

visit, even if it is not immunization day. 

munization card every 
r child to the clinic, even i 
the immunization series u 



Broadcast 
(Radio/  

Interpersonal Television) Print 

Antecedent 
inform neighbors 
of need for im- 
munization and 
lso tell them to 
ring vaccination 

card when they 
go. 

Church group 
has speaker pres- 

mothers to im- 
munize their 
children and to 
take the vaccina- 
tion card when 
they go. 

onsequence 

ing on time. 

Nurse praises/ 

clinic. 

Spots inform 
mothers of clinic 
schedule/immun- 
ization schedule. 

Spots tell/moti- 
vale mothers to 
bring vaccination 
card to clinic. 

are fully 
immunized 

osters urge 
mothers to seek 
immunizations 
and bring their 
immuniza tion 
card. 

Vaccination ca- 
lendar painted on 
billboard/clinic 
wall. 

I poster dis- 
played at 
pharmacy. 

series. 

visit. 

starts support 



avior 

roadcast 
(Rad io l  

Interpersonal Television) Print 

Antecedent ealth worker is 
trained in im- 
munization 
skills. 

ealth worker ra- 
dio program re- 
minds health 
worker to check 
vaccination card. 

Supervisor re- 
minds health 
worker to check 
card. 

Consequence Supervisor ob- 
serves health 
worker-mother 
interaction and 
praises health 
worker for check- 
ing card. 

Supervisor dis- 
cusses coverage 
advances at re- 
gional meeting. 
Staff receive re- 
cognition. 

gress/problems. 

Spots publicize 
outreach work of 
community 
volunteers. 

Clinics with high 
completion rates 
are mentioned on 
radio/ television 

Spots highlight 
role of volunteer 
workers in rais- 
ing coverage 
rates. 

oster on the re- 
frigerator re- 
minds health 
worker to check 
vaccination card. 

Special smock 
with writing or a 
picture on it is 
given worker to 
wear on immuni- 
zation days. 

Clinic coverage is 
published in re- 
gional newsletter. 

Clinic coverage 
chart is displayed 
in the clinic. 

Certificate is 
given to health 
worker who 
brings the most 
children up to 
date in their 
immunizations. 



Communicators plan for a behaviorally focused communication 
y analyzing the relationships between the environment 

and the desired behaviors. They take those relationships into con- 
sideration when selecting target behaviors, planning communica- 
tion strategies, and defining the role of communication channels. 
Specifically, this chapter provides a behavioral approach to select- 
ing target behaviors that are most amenable to change and that have 
the most potential impact on the health problem; selecting and 
developing communication strategies that focus on skills and per- 
formance deficits by teaching and supporting skills development 
and creating an environment of support to maintain learned behav- 
iors; and selecting integrated interpersonal, print, and broadcast 
channels to function as consequences as well as antecedents to target 
behaviors. 



raining is a major 

nication channels to streng 
aintaining behaviors criti 

lications for the technlq 



on needs practice with a skill or at least needs 
rforming that skill in order to perform it him 

, communicators continue to focus on 
ior. The specific skill ed, of course, will vary 
rding to disease-spe terventions, the goals 

of the public health program, an 
clinic staff are taught case mana 
nication skills, while mothers are 
treatment skills and the ability to rec 
help from the medical system. All t 
skill levels, however; so skills train 
involved in children's health. 

Figure 5.1 shows a continuum of training o 
occur in public health programs. Skills-training 
used anywhere on this continuum, from highly specialized profes- 
sional levels for supervisors and health care providers to the train- 

lth workers in one-on-one counseling of mothers. 
key roles health workers play in child survival is 

to communicate with mothers and teach them how to prevent and 
treat childhood illnesses. ealth workers should see themselves as 
and be trained to be trainers of mothers as well as healers of sick 
children. Indeed, training is not only conducted in formal work- 
shops or sessions but also takes place during any contact between 
health worker and mother and between supervisor and health 
worker. 

ince health care providers are trainers as well as healers 
they need to know how as well as what to trai eople tend to teac 
other people in the same way they are taught. lth workers, there- 
fore, should be trained in the same way that they will train m 
and with the same techniques they will use with mothers. 
health workers counsel mothers, they are creating a training situa- 
tion parallel to their own training. Although mothers' informa- 
tional needs are different, the health worker can apply the same 
behavioral principles and training techniques to the counseling 
session. The five steps of skills training outlined in this chapter can 
be applied equally to the training of health workers and to the 
training of mothers. 



inistry of Health Ministry officials and other experts 
train health workers 

Health workers 
train mothers 

onitoring af changes in 
workers' behavior 



aining of health workers usually covers areas such as basic 
stic and treatment skills, effective health education, proper 

and methods of teaching mothers to use child 
focuses on demonstrat- 
perform each of these 

eys of trainees can be used to assess knowledge 
s can best be measured by direct observation. 

used observation to select mothers' target 
ee), observations of actual (not reported) 
unicators design the training curriculum 

esent or lacking. 
havior of people 

trained provides the mos the planning of 
training. The primary focus of the training is to build skills that 
have been observed to be weak or lacking. 

The sequence of planning and evaluating training programs 
behavioral observation is as follows: 

1. T o  aid in structuring these observations, program 
planners list the behaviors deemed necessary to perform a specific 
skill-for example, the steps of mixing and administering OR§ or 
giving a health talk. 

rained observers check off when and how frequently the 
desired behaviors occur. Before and after training, trainees are ob- 
served in natural situations or in role plays. 

3. Results can be tallied in several different ways. For exam- 
ple, when health workers are being trained to conduct group health 
education sessions, an observer can tally the number of health 
workers correctly performing one particular teaching skill-prob- 
ably before and certainly after the training. rogram trainers can 
then determine what specific skill deficits need to be addressed and 
subsequently who benefited from training in that area. Each indi- 
vidual trainee's performance of all the skills needed for group 
health education sessions can also be graphed. Such a graph can 
show how an individual's skill level changes during training, or is 
maintained or deteriorates over time. 



ica 

mmended treatment for the mother to 

' the performance of three health 

without interrupting 



corresponding treatment cards. 
more training in how to demons 

mothers praise. The t iners had the health workers practice these 
skills in their follow- sessions, and two weeks later they evaluated 

n- This time, the role plays proceeded vir- 
tually flawlessly, indicating that the heal workers not only knew 
how to use the counseling cards but also ew how to demonstrate 

d reinforce mothers for trying out the skill (Ex 
e following example demonstrates how behavi 

vation was used in a trai g workshop for health work 
ow to counsel mothers of children with diarrhea. 

everal health workers attended a two-day regional work- 
shop on health education. At the b 
participant was asked to demons tr 
a clinic visit with a mot 

Made correct diagnosis 

Read directions 



mother on how w 
trainees used any 

ave trainers a clear idea of where skill strengths and weak- 

aration for the workshop, trainers wrote spe- 
tives specifying these three skills. The subse- 
sed on how to ask open-ended questions and 

on why and how health workers should use simulated practice and 
feedback vhen counse!ing m~thers. 

After the workshop, a final observation of the same t 
simulated practice indicated improvement on all the skills. 
ticular interest to the trainers was that the mean number of open- 
ended questions had risen from 0 to 2.2 per simulation. The trainers 
made a graph of each health worker's performance scores as a base- 
line, and then visited the health workers' clinics i 
months. In observing their interactions with mothers in the clinic, 
trainers again checked whether health workers used each of the 
skills practiced in training. They also graphed t e number of open- 
ended questions the health workers asked. The field observations 
not only showed how well the trainees had maintained their skills 
but also provided the trainers with a needs assessment for future 
workshops. 

T o  avoid making the training overcomplicated or oversim- 
plified, the trainer must get some i a about the knowledge and 
experience level of the participants. hen resources allow, there is 
no replacement for direct behavioral observations of existing skills 
as a needs assessment. If only a brief amount of time is available 
before training, however, a few open-ended questions concerning a 
certain skill are better than no assessment at all. Instead of assessing 
with simulations or on-site observations, for example, trainers may 
ask health workers the following questions: 



many of you have iven health talks (or "healt 
opic X")?" 
techniques did you use?" 

""What were the mothers' reactions?" 
"'Can you show me how you talk to mothers?" 

Training can the be based on responses to these questions 
or on tallies of direct observations. For example, all skills necessary 
for effective face-to-face communication need to be included in 
training, but if evidence from assessment shows that trainees are 
already performing some skills fairly well, these skills could be 
reviewed briefly in training. On the other hand, if assessment shows 
that certain communication skills are not being performed or not 
being performed well, these need to be introduced and practiced in 
training. The same goes for content areas. Scores from assessment 
will indicate what information is accurately or inaccurate1 y stated 
and what information is not mentioned at all in most health talks 
the trainees give. This will guide the trainer in what health infor- 
mation needs correcting and practice or simply needs reinforcement 
in training. In this way, training is customized to the needs of the 
trainees and makes the best use of precious training time. 

Skills training consists of five essential steps: instructions, demon- 
stration, simulated practice, feedback and reinforcement, and home- 
work (practice assigned outside of training). Instructions and 
demonstrations are common to many formal educational situations 
and training formats. Skills are best learned, however, when re- 
pea ted practice, feedback, and reinforcement occur in training. 

ithout mastery in training, it is unlikely that the skills will be 
used in real-life situations. The steps of practice, feedback, and 
homework, then, are most important in achieving behavior change 
through training. 

Instructions are similar to didactic teaching, whereby knowledge 
about general skills and component behaviors is transmitted. This 



avi 



n the demonstration phase, the trainer 
and further ensures that the participants fully understand the in- 
structions that have been given. Demonstrations help clarify the 
verbal description of t component behaviors. Such clarification is 
especially important or manner of speech of the 
trainer and trainee is different--for example, when a health worker 
and mother are from different regions or ethnic groups. Demonstra- 
tions are also im rtant when target skills are relatively complex- 
for example, wh health workers are learning to fill out a child's 
immunization or growth-monitoring card or combining effective 
case management with counseling in a clinic visit. 

e trainer does not necessarily need to be the model. In 
ch a process would be appropriat 
erving one another performing th 

trainer, however, should select a demonstrator who 
fairly good at the skill and who would not be crit 
for "putting on airs." The model does not always have to be present. 
If a woman in the village is well known but is not participating in 
the present health education session, that woman can still be re- 
ferred to in the third person, so that mothers can think back on what 

her child healthy. During t e demonstration ses- 
can point out which aspects of the third-person 

r are most important. In such cases, the trainer 
again needs to select a well-respected woman who would not suffer 
for having been he1 lar. Also, the trainer must be 
very specific about imitated, so that the trainees 
do not learn the wrong lesson. 

Case Study: Use of Modeling in a n  
ORT Campaign i n  Papua New Guinea 

ach to modeling was included as part of an ORT 
apua New Guinea, which had the luxury of placing 

VCRs and televisions in central ealth centers where health workers 



came to pick up their paychecks every month. A training video for 
s, entitled Making Thi Clear, was produced and 
to these centers, where alth workers were encour- 

aged to watch it during their visits 
nale for effective interpersonal c 
narrator announced that they would watch a scene of how not to 
communicate. In this scene, a health worker is depicted as rushing 

a clinic visit treating her brusquely, using 
to include modeling or other behav- 

ioral training steps. In the next scene, the mo el demonstrates the 
skills necessary for more effective counseling. The narrator's review 
of the critical steps in "making things clear" concludes this innov- 
ative video. 

3: Practice 

ance of the behavior in the presence of the 
re that trainees really master the 
m on their own after training. 

In the practice sessions, as many of the trainees as possi 
try target skills. They may simply repeat the component behaviors, 

ey may simulate real-life situations in a role play. After the 
ng sessions are over, practice continues in the trainees' work- 

place or home. (This homework is discussed later as Step 5 of the 
skills-training process.) 

ractice in the training sessions should be set 
the real-life situations participants will face later. 
when health workers train mothers, many of whom 
babies with the corporated into the practice 

ers can go through an entire 
and even administering 

solution to thei in the training session. 
health worker will know for certain that 
carrying out the prescribed task. kers are the train- 
ees, they may take turns playing "mothers" in order to make their 
practice of health talks or demonstrations as realistic as possible. 



ills Traini 11 

Practicing a skill once in trainin atly helps trainees 
from knowing about a skill to being 
skill several times in training allows th 
fluent in the skill. 
trainees leave the 

ose the skill level they 
d workshops are ofte 
practice time is one of 
un, if the agenda must 

ore "facts. " Further- 
roups of trainees, so 
ice every skill mul- 
ue until the trainer 

1 several consecu- 
tive participants show little or no difficulty in performing the new 
skill. Additional practice at this point may actually be boring. 

eedback is information given to individual participants about the 
uality of their performance. If properly given, feedback will func- 

tion as reinforcement by encouraging the participant to try the new 
behavior again, with specific strategies on how to improve. To be 
effective as reinforcement, feedback must e specific, constructive, 

ositive feedback must give the trainees a clear idea 
of what behaviors they were doing correctly, so that th 
those behaviors. Negative feedback must make clear 

re performing incorrectly, and it 
enumerating too many expecte 

changes at one time. 
ack are who can give it, what 
ected, and how they should 

ack themselves, trainers 
participants and from 
ly broadens the scope 



everyone the op ortunity to practice givin 

at skills or behaviors to reinforc 
a1 skill levels are developed throu 

sive behavioral trials and feedback experiences. 
dividuals enhance skills by act forming them and receivin 
response-specific feedback in liminate ineffective behav- 
iors and repeat the effective o ce does not "make perfect" 
unless it is combined with fe us, trainees must be given 
constructive and encouraging f for behaviors that get closer 
and closer to a desired skill: " them doing something right 
and reinforce them.'' 

The criteria for giving reinforcing feedback will depend on 
the individual's current level of proficiency at the given task. When 
trainers have observed a person's initial performance level, they 
define the criterion for reinforcing improved performance. 
ginners, for example, should earn verbal approval for any improve- 
ment, even i f  the outcome is only a small step toward achieving the 
final goal. The initial tasks for beginners should be made relatively 
easy and short, so that they experience success and reinforcing feed- 
back right away. As the trainee gets more proficient at the task, the 
task can be made more difficult, and the standard for earning rein- 
forcement raised. 

Trainers and participants alike need to learn how to be as 
constructive as possible in their feedback. Constructive feedback 
should be specific with respect to the skill (for example, "I noticed 
that you showed the mother how to spoon solution into her baby's 
mouth before having her do it") rather than being overgeneral 
("That was well done"). When feedback is specific, the participant 
learns exactly what she did that was effective or what she can do 
differently the next time (for example, "Next time, ask the mother 
when she must return for another vaccination rather then tell her"). 
Rewarding feedback should be as specific as correcting feedback: "I 
was pleased to see that you ask each mother what foods she was 
using to wean her child" is potentially more effective than "Your 
growth-monitoring sessions are going well." 

After the trainer has demonstrated the method of giving feed- 
back participants themselves should use the same feedback methods 



when they watch others do a rol 
e suggestions for 

rcing and correcting fee d be specific and 

the target behavior as 

d be given a chance to respond to the feed- 
back, and the trainer s listener" during this 
reaction. 
Trainers should give correcting feeciback in a manner that 
avoids embarrassment to the participant. 
Trainers should resent correcting feed 
"what you can do differently next time," without suggesting 

roblems must be solved in the first run-through. Train- 
ers should remember to shape the havior one step at a time. 
Trainers should end their feedba with words of encourage- 
ment, reaffirming approval of the performance and the ex 
tation that such improvement in performance will continue 
additional "good job" from the trainer can be very important in 
ensuring that the trainee maintains the skill over a long period 
of time, and even in prompting him or her to teach the skills 
to others. 
At the end of the fee ould restate spe- 

aviors they will perfo ime they practice the 
skill. 

omework with f ack is critical to maintaining the skills 
earned in training, ework constitutes additional practice, sim- 

ilar to the practices done in training, that the trainees must perform 
outside the training session. For homework to be most effective in 
strengthening and maintaining learned skills, it must be checked by 



the trainer, and constructive feedback must be given; 
the behavior of carrying out a homework assignm 
skills) must result in positive consequences, so that trainees will 
continue to use the skill in their own clinics or homes. The trainer 
should seek out opportunities to check homework assignments 
through occasional visits to local clinics or, if travel is logistica 
impossible, come up with creative ways to provide feedback to 
health workers newly emerging from training. 

One possibility for follow-up is for health workers to learn 
how to give themselves feedback by self-monitoring, as described in 
Chapter Six. When they are given simple checklists and trained in 
direct observation, health workers can learn to monitor their own 
job performance. For example, health workers can keep track of the 
number of mothers who attend a health talk, participate verbally in 
the talk, and actually practice the skills being taught. Thus, health 
workers can continually and objectively attend to the critical lessons 
they learned during training without the immediate presence of a 
supervisor. T o  get feedback on the self-monitoring-critical for its 
use in skills maintenance-health workers can send their observa- 
tion sheets to the trainer for written comments or save the sheets 
until either the trainer or health worker has the opportunity to 
travel. 

Homework with feedback is also effective at other levels of 
ealth workers can assign mothers homework after a 

counseling session in the clinic. For example, the mother may be 
asked to try using two packets of OR§ over the next forty-eight 
hours, after which the health worker will check on progress during 
a home visit, give the mother constructive and encouraging feed- 
back, and deliver a long-term supply of additional packets. If the 
mother is aware that someone cares enough to check up on her 
success or problems with this or any other health-related skill, she 
is much more likely to practice it. 

T o  help mothers maintain the skills they have learned-es- 
pecially if home visits are not possible-the health worker might 
ask the mother to demonstrate various aspects of the skill (for in- 
stance, the treatment of diarrhea) during subsequent clinic visits. 
This practice session, with feedback from the health worker, can 
serve as a valuable refresher session, because a mother whose child 



has not had a significant diarrhea episode for some time (for in- 
stance, six months) may have forgotten how to treat the condition. 

Training, as it is typically designed, serves to prepare people for 
their work. In other words, it functions as an antec 
B-C chain. In this position, training can introduce 
begin the learning process, but as an antecedent, it i 
weak position to maintain long-lasting skill development and be- 

e. One can, however, shift training's function in a 
program to that of a consequence, so that it reinforces participants' 
learned behavior and contributes to skill enhancement and main- 
tenance over the long term. This type of traini 
focus less on basic skil l  acqnicition and more on 
practice, and feedback. These activities turn training into a tool for 
maintaining a trainee's performance over the long term. 
training sessions might be incorporated into an already f 
general supervision or monitoring program if organiz 
ture, financial backing, and logistics are favorable. 
called in-service training, continuing education, or group supervi- 
sion, these follow-up sessions must be positive learning and moti- 
vational experiences for participants. In this way, training has 
become a positive consequence following behavior rather than an 
antecedent triggering behavior. 

For training to act effectively as a consequence, the sessions 
should begin with trainees demonstrating how they have been per- 
forming skills learned previously. The trainer can then reinforce 
performance strengths and create a relevant agenda for the re- 
mainder of the session. Trainer and trainees alike contribute to 
reinforcing skill strengths and practicing remaining skill deficits. 
An imaginative administrator might have trainees "earn" new 
training opportunities through exemplary performance. For exam- 
ple, a nurse auxiliary who consistently follows up with mothers on 
ORS-mixing skills from a previous health talk might be sent to the 
district capital for a professional workshop. 

Health workers training mothers can apply these same prin- 
ciples. First, in actual training, health workers should incorporate 



sitive consequences into their sessions wit 
asking mothers what they find reinfo 

workers can make their health talks more rewarding t 
For example, health workers might develop two or 
approaches to one health issue, according to the different experience 
levels of the mothers. Sessions for new mothers would emphasize 
learning and practicing basic knowled e and skills. Sessions with 
experienced mothers could emphasize problems encountered in 
applying child survival skills and suggestions for change. And over 
the long term, health education sessions themselves can provide 
positive consequences to experienced mothers by having them take 
important roles in the sessions. These women can explain or dem- 
onstrate procedures, lead a song or exercise, or describe their expe- 
rience. Assuming this role might function as a positive consequence 
for t,l?_c?se women. 

A Training Sequence 

Regional trainers working in a diarrheal disease control communi- 

general area of im 



open-ended questions, de 
other target skills to the h 
incorrect and correct versi 
ing in tandem with healt d the roles of mothers 
being counseled to use 0 ersion, trainers made 
mistakes such as using close-ended questions and forgetting to do 

' a demonstration. The participants were challenged to pick out the 
mistakes and give the trainers corrective feedback. The second time 
through, the trainers performed all steps correctly. 

It was now the participants9 turn to practice. First, in teams 
of three, they took turns counseling, with trainers in the role of 
mothers. During feedback, trainers and participants alike indicated 
what the "health worker" did well, what he or she could do differ- 
ently next time, and how the "mother" felt during the session. In 
the next exercise, the remaining participants worked in teams of 
two to train groups of other trainees who pretended to be mothers 
attending health talks. Af ter each practice segment, the trainers en- 
couraged the participants to give one another constructive and spe- 
cific feedback. The trainers, in turn, commented on their feedback 
techniques. 

At the end of the training, the health workers left the work- 
shop with two docume a certificate of completion of the 
and various checklists y can use to monitor their own 
the next time they interact with mothers about diarrhea control. 
(For an example of such a checklist, see Resource A.) Over the next 
months, the regional trainers attempted to visit all alumni to review 
their progress on their homework and-when ossible-to observe 
them training mothers. 

resents ample information about how to conduct 
he information, whe 

seem overwhelming. 
are not learned all at 
manageable steps and shaped over t 



is such a skill. T o  begin to become effective skills trainers, c 
nicators could break down the skills they would like to le 
small, manageable ste s and then try those steps one by on 
ers could start by y are particularly 
interested in-for ist and using it to 

lth talks. They then could add other skills one at a time 
ecessary for effective skills 

practices and effective communication in- 
volve many skills. Skills training, then, becomes an important com- 
ponent in most health communication programs. It is important 

e health system as well a for the primary 
orkers, for example, sho Id see themselves 

and be trained as trainers of mothers as well as healers of sick 
children. 

y directly observing the skills cover in training, trainers 
e performance levels of trainees an 

evaluate training. hapter Three descri rvation techniques. 
s in skills training are instructions, demonstra- 
11, practice, feedback, and homework with feed- 

back. Ample time should e provided for practice and feedback in 
sessions, so that participants are actually able to perform the tar- 
geted skill when the training sessions are over. 



In the monitoring phase of a communication program, com- 
municators continue their dialogue with the target audience. They 
use many of the same research techniques used in assessment to test 
the audience's reaction to the communication program and to mea- 
sure the degree of behavior change achieved. They typically monitor 
activities, such as whether mass media spots are being broadcast 
according to schedule, how many health workers are being trained, 
and whether print materials are being distributed. They also mon- 
itor reactions; Did the members of the target audience hear the 
message and recall the information? This chapter, however, will 
focus on how to monitor behavior change and how data gathered 
from monitoring can be used to further change and support behav- 

hen communicators have specifically planned and imple- 
mented activities to change certain behaviors in a population, they 
need a methodology to determine whether any behavior change has 
occurred. This chapter will illustrate how a communicator can (1) 
use the same behavioral principles and methodology to design a 
monitoring system for measuring behavior change and (2) use the 
monitoring results to improve the communication program. 



The goal of most health communication is to change behav- 
iors so that people's health will ultimately improve 
tors can evaluate the impact of their strategies 
changes in morbidity and mortality; yet the research needed to mea- 
sure those changes is sometimes too expensive and time-consuming 
for a communication program to undertake. More important, it 
often takes years for changes in health practices to have a discernible 
impact on health statistics. ltiple factors-such as changes in 
living standards or legisla , war, and migration-influence 
trends in morbidity and mortality over time, so that even successful 
changes in health practices might get masked by other events. De- 
spite the impact of multiple factors on health, most health profes- 
sionals are convinced that certai critical behaviors, i 
practiced, would ultimately contri ute to improved heal 
The effectiveness of health communication can therefore be mea- 

ount of change it has achieved in those behaviors. 
ing behavior change is based on two principles dis- 

1. Attitudes, beliefs, and knowledge can only be inferred 
from obsewations of what people d o  or say they do. Cornmunicators 
can demonstrate progress toward better health practices if they mea- 

a target population's actual behavior. 
havior via many mechanisms: they can 

titudes or gain more information, or community norms 
make certain behaviors acce table. It is difficult to rneas 
h o w  people change, because this cess is rarely observ 
ers or even perceptible to the pe 
therefore, in attempting e how well a communication program 
is progressing toward its s, should measure interme- 

echanism by which people 
are changing. The methodology discussed in this chapter relies on 
directly observing behavior or quantifying indicators of behavior 

ehaviors are more likely t o  be repeated if they result i n  
some type  of positive consequence. Cornmunicators apply this pri 
ciple in planning and implementation when they search for or 
create ways to reinforce t get behavior. Reinforcement is also im- 

t for maintaining sired behavior over the long term. One 



largely untapped source of reinforcement is the data collected from 
monitoring program partici ants' performance. As discussed in 

hapter Five, feedback o 
sequence and reinforce b 

results themselves, if 
ple form, can help strengthen the very beh 

sured. This feedback can be informal, as in the case of a healt 
worker (the communicator) pointing out to the mother what she did 
correctly to treat her child's dehydration. Or it can be formal, as in 
the case of a trainer graphing four essential communication skills 
that trainees were practicing in a workshop so that the trainees can 
see from the graphs where their own performance needs extra work 
or is satisfactory. 

In monitoring behavior change, communicators collect be- 
havioral data, compil nd graph results, and use the data as feed- 
back to participants. nitoring is therefore an effective tool in 

ing and maintaining behavior as well as in measuring 
behavior change. 

pact of health communica- 
d of time (frequently several 

llected infrequently, they can- 



for feedback to a program as immediately or as fre- 
n data from monitoring. 
nitoring, data are collected periodically, so that com- 
n identify positive and ne ative trends as the pro 
luation, data are generally collected twice: (1) before 
tion strategy begins, to establish a baseline; and (2) 

after a period of several years, to crea a postintervention compar- 
ison. As a safeguard against biasing results, evaluation is often 
conducted by researchers not directly involved in the health corn- 
munication activities. Although monitoring data also can be col- 
lected by outside researchers, they are most useful when they are 
collected, analyzed, and disseminated by the people who are actually 
involved in the communication activities. 

Despite differences in purpose, some of the same methods are 
used in both monitoring and evaluation. Both procedures need to 
be designed so that data collected will credibly document that 
changes have occurred with exposure to the communication pro- 
gram. Usually, researchers create a comparison. One possibility is 
to collect data at two different times in the same location or with 
the same people (pre- and postintervention). Sometimes communi- 
cators have an opportunity to collect data before communication 
activities begin, thereby establishing a baseline from which later 
measures from the same location can be compared. Alternatively, 
data can be collected at the same time but in a geographical area 
outside the zone where the communication activities are occurring. 
This procedure enables the researchers to compare behaviors prac- 
ticed by similar groups of people exposed or not exposed to the 
activities. In either case, the data collected can reveal to what extent 
behavior change was achieved with the communication program. 

Communicators may use similar instruments in monitoring 
and evaluating behavior change, a1 though some differences exist. 
Interview questionnaires probing a target audience's report of cur- 
rent practices are more commonly used in large, population-based, 
evaluation surveys; but program monitors also may want to conduct 
exit interviews-for instance, with mothers who have participated 
in a health education session at a clinic. Checklists, used to guide 
observation of target audiences' performance of selected behaviors, 
are particularly suited for monitoring; but such checklists also can 



be used to validate verbal responses of a large evaluation survey with 
observational data from a subsample. Clinic records and product 
sale or distribution statistics are data sources useful to both mon- 
i toring and evaluating behavior change. 

There is a vast literature on evaluation issues and methodol- 
ogy. Further reading is suggested at the end of the book. This chap- 
ter will focus on designing and carrying out monitoring of be- 
havior change, and will not attempt to discuss other monitoring 
activities or evaluation because they are beyond the scope of this 
book. 

ecause of the powerful impact feedback from mo 
ioral data can have, it is important for the data t 
a suitable form. Progi-arii participants ther, can rclmpile the data 
into a graph and immediately see what progress has been made on 
target behaviors. 

In order to decide what behaviors to monitor, program managers 
return to the list of core target behaviors selected in the planning 
stage. What communication activities have been tried, and what 
changes in target behavior can be detected following those activi- 
ties? For example, one of the target behaviors in a diarrheal disease 
control program is mothers administering OWS in the home. Com- 
munication activities aimed at strengthening this practice might 
include training health workers to demonstrate mixing an 
istering ORS to mothers; making packets available to mot 
pharmacies, clinics, and community volunteers; and broadcasting 
radio spots to reinforce mothers' use of ORS during diarrhea. 

T o  monitor changes in this behavior, communicators might 
measure individual health workers' demonstration and communi- 
cation skills; number of packets distributed by source; and mothers' 
mixing and administration skills in the home. What is critical is 
that communicators are not monitoring an activity (How many 
participants were trained? ow many clinics received posters and 



rochures for mothers?); instead, communicators are 
the behavioral o b jectiue of the activity 

efore and after train- 
es treating commo 

colds at home rather tha clinic for antibio 
This focus gives commu dence of how mu 

ing these behaviors over 
unicators will want 

Several techniques are particularly well suite to monitoring be 
ior change. Three.wil1 be described here: direct observation, the use 
of clinical and other records, and self-monitoring. 

hen complex behaviors-such as developing 
face-to-face communication skills, preparing and feeding a w 

, and administering OR§-are being monitored, direct 
vation with a checklist provides useful data. The same pro 
for accurate and reliable observation that were initially described in 
Chapter Three and applied to the design of training in Chapter Five 
would also apply when these behaviors are monitored. If the behav- 
iors were observed in the assessment phase, the same instruments, 
observation procedure, and personnel can be used again in moni- 
toring, to observe progress toward changing those behaviors. The 
amount of resources needed for monitoring will be minimized be- 
cause the program has already developed necessary instruments and 
trained personnel in monitoring techniques. In addition, people are 
accustomed to being observed and are familiar themselves with the 
measurement instruments. Finally, when the same behaviors are 
measured over time with t e same instruments and observers, any 
changes noted in behavior can be more readily attributed to pro- 
gram activities. 

. When less skill-dependent behaviors, 
such as timely immunizations and packet distributio 
monitored, clinical and other records can be useful. 



from records also indirectly measures many behaviors mothers do 
at home-for example, mothers' skill in recognizing signs of 
pneumonia and seeking medical help. The researcher can measure 
the mothers' behavior indirectly by comparing the number of pe- 
diatric pneumonia cases with the number of cases of common colds 
being brought to the clinic. Routinely kept clinic records have the 

roviding a program with multiple data points and 
require little extra effort from staff, but monitors must also deter- 
mine that these records present a reliable picture of what is actually 
occurring. One further advantage is that these types of records are 
fairly permanent, so the timing of data collection is more flexible. 

onitoring. Anyone involved in the health of 
find self-monitoring a useful tool. Using this techn 
als select behaviors of their own to observe, record their occurrence, 
and graph the results. Reading the graph itself gives them powerfui 
feedback independent of others' biases. A rno ther determined to 
breast-feed might keep track of how many times or how long she 
breast-feeds her baby every day. A health worker may track how 
many times she greeted and praised mothers for being on time with 
the immunization series. In an urban clinic in Morocco and in a 
village health center in Senegal, nurses made and displayed graphs 
that reflect the number of prenatal exams they gave or immuniza- 
tions they administered on a monthly basis. And clinic staff in 
Ecuador used pins stuck in maps to show which village households 
had fully immunized children and, implicitly, where more work 
was needed. 

As with other monitoring activities, the data collected by self- 
monitoring can function as a powerful reinforcer of the behaviors 
being observed. The records kept during self-monitoring need to be 
graphed and displayed, so that the trends in behavior can be appre- 
ciated visually. The graphs can remain private or can be shared with 
an appropriate group such as colleagues or mothers. 

The second step in monitoring behavior change is compiling and 
graphing the data. A graph is a picture of   hat is happening to an 



up of people over time. Graphi 
changes and notice patterns 

might emerge as time passes (such as fewer wo 
clinic on market days or 
purposes of monitoring 
serve as feedback, 
people to visualize 

Generally, any information can be 
pressed as a number and can be collected 
Examples include phing test results from training participants 
before and after tr ng, the number of immunizations dispensed 
monthly, the number of health talks given and mothers in atten- 
dance, the number of outreach or home visits made weekly, the 
percentage of interpersonal skills a health worker uses with moth- 
ers, and the number of OR§ packets the clinic dispenses monthly. 

T o  make a graph, the monitor draws a vertical and horizon- 
e or she labels the vertical axis to show what is being 

measured. Usually, this axis reflects the quantity of what is being 
measured, such as the number of questions a doctor asked, the 
amount a baby weighed, or the percentage of time a health worker 
talked in a group health lesson. Enough space must be left so that 
the results can be as high and as low as might be expected. Usually, 
the axis begins with zero at the bottom. (See Exhibit 6.1 .) 
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The monitor then labels the horizontal axis to reflect time- 
that is, the date when the results were measured (daily, weekly, 
monthly), putting in specific dates and leaving sufficient space so 
that several measures can be clearly recorded. The more points on 
the graph, the more readily trends and patterns can be seen. (See 
Exhibit 6.2.) 

The monitor plots the quantity that corresponds to the time 
it was gathered and then connects the dots or color in the bars 
(Exhibit 6.3). 

After setting up a graph or a series of graphs, program mon- 
itors can simply enter data on a regular basis. After several data 
points have been recor d, the graphs are ready to be used as 
feedback. 

The third step in monitoring behavior change is using the results 
as feedback so that they reward and maintain desired behaviors. The 
data, now in graphic form, can serve as a powerful consequence in 
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the form of constructive feed 
munication program, from mothers to policy makers. Commrmica- 
tion managers can highlight positive trends when reviewing data 
with program partic , return pooled data in graphic form to 
those who provided recognize health workers for improve- 
ments in performance illustrated onitoring data, and award 
certificates of achievement to cli ly returning data in 

in the region, com- 
r own comparisons 

a composite of field expe icators can collect 
ehavioral data, graph 

a Clinic in a republic in central Africa made the 
gure 6.1, which tracks the number of immuni- 

inistered monthly at the clinic over a two-year 
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Key: 
1 Health worker training in face-to-face communication skills. 
2 Clinic refrigerators repaired, more immunizations available (donor assures supply). 
3 Time and location for childhood immunizations aired on radio. 

period. She took the data from the regular clinic records, made the 
graph, and then showed it to the staff for discussion. 

The staff looked at the rise and fall of immunizations over 
two years, when health worker training in face-to-face communica- 
tion and radio spots occurred, and drew the following conclusions 



about the effects of their communication program on demand for 
immunizations: 

on of health worker commun- 
availability of immunizations 

to mothers (2) seemed to a positive effect late in 1990. 
the availability of immuniza- 

tions and providing mo 
strategies to maintain thi 
ways to maintain good 
about EPI. 

Event 3. Immunizations are affected by mothers' ability to 
en being immunized tend to 

times and increase in the 
months following-especially after the harvest. Regional radio 
spots were aired to remind mothers to resume clinic visits after the 
busy months. This reminder seems to be effective and shoul 
continued. 

A cholera epidemic has spread to this Latin American country. The 
government responded with a communication strategy for urban 
ar?as, using radio spots, a weekly ad in the newspaper, a poster 
showing the three preventive target behaviors, and health worker 
training on how to communicate these messages. The three target 
behaviors were wash hands before eating, use ORS for diarrhea, and 
use latrines. 

team responsible for this 
alth promoters from local 

clinics go to three lunch counters, typically found at the edge of 
large markets, in order to observe hand washing among the clients. 
A fourth health promoter rotated among the three lunch counters 
to check the reliability of observations. These establishments usu- 
ally provide a sink, water, and towel in the eating area to their 

hile eating lunch at the counter themselves, the monitors 
simply counted the number of clients served in an hour and noted 
how many of them washed their hands before eating. The monitors 
observed in lunch counters twice a week for seven weeks. Their data 



were converted to percentages (number washing hands over total 
number of clients) and then entered in the graph shown as Figure 

raph was presente at a meeting of health promoters and 
local health officials, the manager for the diarrheal disease control 
program, and health education unit staff from the central 
well as the director of the radio station and the 
They drew the following conclusions and rn 
changes in the program from looking at the graph: 

The present communication strategy had the desired effect on 
target behavior, but it was still not at an acceptable level. 

Key: 
A Ad appeared in local newspaper. 
R Radio spots aired daily. 



Key: 
A Ad appeared in local newspaper. 
R Radio spots aired daily. 
M Mobile in place. 

The communication team wanted to learn why clients were not 
washing their hands. 
terviews with clients ash their hands, and fou 

ashing facilities were avail- 
nter, and many said they simply forgot to 

wash their hands. 
team concluded that the public neede 

reminder at the time and place that hand washing was to occur. 
They produced an eye-catching mobile, reflecting themes al- 
ready familiar to the public from the media. It was placed in the 
lunch counters over the hand-washing facilities. The mobile 



to indicate that facilities were available and to act 
as a hand-washin 

dio spots resumed. 

regional programs b 
cation skills, since 

rvisors selecte 

trainees. 
After conducting the training, the supervisors informed the 

health workers t at they would be observed again giving grou 



talks in the clinic. The supervisors used the same checklists as before 
and were able to make three observations over a three-month period 
following training. They graphed the results in several ways and 
used them as the focal point for a follow-up meeting held with the 
fourteen health workers. Two of the graphs are shown here (Figure 
6.4 and Figure 6.5). 

As shown in Figure 6.4, the average number of messages 
increased from five items before training to nine items af- 

terward. That finding suggests that health workers learned the con- 
tent of the messages in training. Over time, however, this per- 

of Diarrheal Diseas 

Sept. Training Nov. Dec. Jan. 

Note: Xs indicate observations supervisors made before and after 
training. 



formance slipped to o seven messages on average 
in actual clinic talks. lth workers found talks on diarrheal dis- 
ease control complica nd usually "forgot" some of the key mes- 
sages. The group therefore decided to make a remin 
health workers could attach to the wall or place on th 
of them when conducting group sessions. 

As shown in Figure 6.5, the average number of communica- 
tion skills increased just after training, from three to seven. 
ever, absolute level achieved was unsatisfactory and decreased over 

ost of the skills focused on maximizing the participation of 
mothers during a session, an approach the health workers had never 
before experienced. The health workers felt that the skills of con- 

1 
Sept. Training Nov. Dec. Jan. 

Note: Xs indicate observations supervisors made before and after 
training. 



g. The health workers also felt 

The trainers wer 

had identified further training activities in their regions. 

w to improve her face-to-face communication 

how well he or she was putting these steps into practice. So the 
auxiliary nurse decided to try this self-monitoring exercise in her 



r which of the communication steps she had per- 
week, she made the graph shown as Figure 6.6. 

The nurse found that during the first week (August 3 and 4), 
ad been quite conscientious about performing the four steps, 

but after the weekend she had reverted simply to giving advice with- 
out asking what the mother was already doing, without praising 
her, and without making sure that she understood the advice. The 
nurse was beginning to see that, despite wanting to use these effec- 
tive communication methods she had learned in training, she was 
just too busy to use the four steps consistently. The nurse decided 
to try a visual reminder to help her remember to follow all four ste 
when she was communicating with mothers. She made a bright 
poster containing the four steps and placed it where she wsuld see 
it when she was talking with mothers. 

steps X 

6 7 
August 4 

9 1 
August- 9 



The examples above illustrate how graphed results are used as feed- 
participants understand how and to what 
on, managerial, or outreach efforts have 

contributed to behavior change. hey also show participants where 
they can make further i rovements in their own behavior as well 
as in the communicati rogram. These results can supplement 
formal mid-term or end-of-project evaluations to keep policy 
ers and donors abreast of the project's ess. The following are 
more examples of possib feedback loops that could be set 
strengthen and maintain 

s w  many mntherc 1 linic's catchment area are 
on time or late for their infant's immunizations. The health worker 
could graph monthly totals and dis lay them in the clinic. The 
graph itself serves as reinforcement for the alth worker's efforts. 
Telling the mothers that more or fewer of eir neighbors are o 
time this month reinforces their coming to the clinic and could 
serve as motivation for mothers to encourage others to return on 
time. 

Using an observation 
ve health workers' talks on 
ervisor could use the obser- 

cussing the results with the 
mpile observations from all 

regional meeting 
discuss why the 

number of items mentioned and the use of certain teaching tec 
niques increased, decreased, or stayed the same. 

mothers and home 
observations of mothers' use of ORS as the basis for regional broad- 
casts. Simple comments with encouragement about the trends 



e graph in ORS usage in homes and the health workers' 
contributions could serve as a positive consequence from the 
to health workers and mothers alike. 

any communication program managers find it difficult to make 
monitoring systems work. ealth workers are usually required to 
keep detailed records and to send reports to their supervisor. These 
activities are time-consuming and usually produce no feedback at 
all. In addition, the health worker is often criticized for 
or for reporting low levels of activity. Monitoring activities that take 
time and effort to do-keeping records, compiling data, sending 
reports to one's superior-meet either with no consequences at all 
or with punishment These conditions cause monitoring behavinr 
themselves to change (health workers make up data to avoid crit- 
icism, reports come in late or are incomplete), or the monitoring 
system itself gradually weakens and eventually ceases to function. 
It is important, then, for participants to receive feedback from their 
monitoring, so that it is a positive, nonthreatening experience that 
helps their professional growth. 

As with any behavior, monitoring behaviors can be trained, 
shaped, and supported. If monitoring is not currently practiced, 
communicators should break monitoring down into small steps and 
introduce one step at a time. For instance, they could sele 
communication activity that has clearly defined beginning a 

observed, and is of immediate interest to participants, 
alth worker training described earlier in this cha 

In a few months, trainers would have feed ack on the impact of 
their training and also would have a positive experie 
i toring their own program. As a result, these trainers/supervisors 
will be more likely to try monitoring other activities and to con- 
tinue monitoring this one. 

Other possibilities of introducing monitoring step by step 
are to take measures monthly instead of weekly, take one pre and 
one post measure instead of several, or take a few post measures if 
there was no opportunity to measure before an activity began. The 



important element is to make sure t at measurement results are 
made visible to individuals involved in any way In an activity. 

Communication pro set behavior change 
must monitor the pr e toward those goals. 

volves three steps: collecting bebav- 
ioral data, compilin hing the results, and using the data 

all three steps, commu- 
nicators can not only rneasur hange but also use the 
results as constructive feedback to strengthen the behaviors 

easuring behavior change relies on the same instruments 
eveloped during planning or training. 
ntitatively- the frequency or duration 
ounted or measured. hen these findings are graphed, 
can see improvements or weaknesses in their own be- 

havior or in the behavior of others who are affected by a com- 
munication program. In addition, the reinforcing feedback of 
behavioral monitoring can be helpful in maintaining behavior 
change. 



A mother may have successfully 
tion series for her first 
were telling women ab 
schedule foremost in he 

wo years later, she delivers another 
sporadic and the media spots have sto 

onment and in the immu 
at she will repeat the seri 

is healthy because e has been fully i 
workers doing at the clinic to encourage her to return? Are her 
neighbors immunizing their children? Is 
neighborhood encourag 
mentioned on the radio? 

nger sisters, nieces, and daughters-also have 
arn about and utilize immu 

out an environment of support f 
unlikely that this mother and new 

ch effort and many resources have gone into des 
communication programs to introduce b 



change in a target audience. Yet experience has shown that sustain- 
ing these changes over time is critical to makin 
public health impact. Until recently, however, m 
and communication planners have mostly respon 
introduce new health practices, such as ORT, gr 
and vitamin A promotion. As a result, few re 
allocated specifically to designing the communication programs to 
maintain learned behaviors over the long term. It is not surprising, 
then, after an initial project has been successful, to see a steady decay 
of program-induced changes in many health practices. Simply 
funding for longer periods the projects that successfully initiated 

es is not the answer. ehavioral conditions necessary to foster 
r are not necessarily the most favorable 

(or practical) conditions for long-term maintenance. Communica- 
tion programs focusing on maintenance may therefore differ in 
message con tent a ry audience, target behaviors, 
and communicati chapter uses principles from 
behavior analysis ors identify, plan, and imple- 
ment programs that focus on maintaining the use of learned 
behaviors. 

chapter will necessarily be different from 
ost communication and development proj - 

ects are designed for funding periods of two to four years. In suc- 
cessful programs, that is usually enough time to achieve a 
reasonable degree of behavior change in a target audience. The 
opportunity to work on long-term maintenance of those behaviors 
is not as common, so the wealth of knowledge and field experience 
that health ministries and international organizations have accu- 
mulated in initiating new behaviors is not balanced with an equal 
wealth of experience in maintenance. Nonetheless, the behavioral 
concepts that follow can be applied in communication programs 
for maintenance, just as they were applied in the communication 
programs described earlier. 

To present ideas in an understandable and logical order, we 
discuss maintenance separately from other behavioral and com- 
munication issues and have put the chapter near the end of the 
book. Yet, when one is actually planning and implementing com- 
munication projects, maintenance issues need to be addressed si- 



multaneously with the assessment of the target audiences's practices 
and their consequences (for example, what positive consequences 
can the health and social system provide to maintain the target 
behavior?), the selection of target behaviors (which behaviors gener- 
ate naturally occurring, recognizable consequences?), the selection 
of communication channels (which channels could convey mes- 
sages most reliably over the long term?), and so on. 
then, is not one in a sequence of steps, but is an ov 
to be incorporated throughout the communication process. 

Even though maintenance issues should be considered in the 
initial planning of communication programs, programs usually 
begin by emphasizing the introduction of new behaviors, and 1 
the emphasis shifts to activities to maintain those behaviors. 
cause achieving maintenance is a long-term endeavor, however, 
programs focusing on behavior maintenance need a chance to pro- 
duce data and feedback to planners and participants in order for the 
long-term effects of a particular approach to be evaluated. 

A discussion of maintaining health practices from a behavioral 
perspective and designing effective communication programs rests 
on three main ideas. 

1. T o  maintain behavior, euents acting as prompts for the 
behavior (antecedents) still need t o  occur, the behavior itself needs 
to  be performed correctly, and positive results need t o  follow (con- 
sequences). In planning for maintenance, communicators need to 
assess target behaviors and, after those behaviors are learned, incor- 
porate effective antecedents and consequences for supporting them. 

2. Most behaviors critical to  carrying ou t  child suruival in- 
terventions are not  i n  herently rewarding. Many of them are preven- 
tive in nature and do not produce immediately apparent, positive 
results to encourage adoption as health practices. To  survive as 
normal practices un ti1 their long- term (preventive) health benefits 
are recognized, these behaviors need support from the social net- 
work and health system. 

3. Conditions (antecedents and consequences) that effec- 
tively promote the trial or learning of new behauiors are not  neces- 



sarily t he  optimal condit ions for mainta in ing those behaviors over 
t i m e  (Sulzer- Azarof f & ayer, 1977, pp. 428-429). In learning, target 
behaviors are broken down into steps; individuals are urged to prac- 
tice these steps and are carefully given constructive and rewarding 

rograms introduce antecedents and consequences to sup- 
rning process. Yet, once an individual is more or less 

fluent in the skill, many of these procedures and techniques are no 
longer necessary or feasible. Sometimes, naturally occurring antece- 
dents and consequences will begin to support the behavior; so pro- 
gram supports might be reduced to occasional reminders or a 
cornmuni ty group providing social support. 

Favorable conditions in the environment will help individ- 
uals maintain learned behaviors. The main objective of a mainte- 
nance program, then, is to put these conditions into place in order 
to create an environment of support for learned behaviors (Ksasner, 
5980). The major components of the program would be events in 
the environmen t that function as antecedents and consequences and 
are clearly linked to the behaviors targeted for maintenance. These 
"events in the environment" could be positive reactions from sig- 
nificant people, favorable policy changes, reminders over the radio, 
community groups advocating health practices, or health workers 
getting periodic, constructive feedback on their work. 

The three behavioral concepts have the following implications for 
communication programs when they are shifting emphasis from 
initiation to maintenance of behavior. 

The communication methodology and behavioral principles 
discussed earlier still apply to maintenance, but different activ- 
ities will be emphasized to focus more explicitly on supporting 
learned behavior, not introducing new behavior. 
Consequences introduced specifically to reinforce learning new 
behaviors should be faded out, and naturally occurring conse- 
quences from as many sources as possible should be strength- 
ened (Miller, 1980, Chap. 18). 
Target audiences in maintenance programs are not just child 



caretakers and mothers, but also include those people and orga- 
nizations that can support mothers' and caretakers' health 
practices. 

e The best choice for participation in successful maintenance pro- 
grams are those individuals and organizations in the social and 
health systems who are already approximating supportive be- 
haviors and actions for health practices. 

e Any activity selected as part of a maintenance program must 
also generate its own positive consequences for participants, so 
that they will continue to support health practices without out- 
side help. 

The practice of exclusive breast feeding offers an example of 
a program emphasizing initiation or maintenance. The first several 
weeks of breast feeding for a first-time mother can be unrewarding 
at best, and many women abandon the practice prematurely. An 
effective communication program would offer training to the 
mother during prenatal visits or at the birthing site. Besides teach- 
ing breast-feeding skills, the program would provide strategies for 
overcoming potential breast-feeding problems. It would also pro- 
vide social support (encouragement and constructive feedback), par- 
ticularly in the early months of the new mother's experience. In 
contrast, a program for maintaining exclusive breast feeding for 
experienced mothers would not need to focus as intensely on the 
skills and benefits of breast feeding but would focus more on con- 
tinued breast feeding when the mother returns to work and on in- 
structions for introducing other foods and liquids and, later, 
weaning foods and practices. The naturally occurring positive con- 
sequences of breast feeding would be the critical ones maintaining 
the practice. 

In summary, to design a program to maintain learned behav- 
iors, communicators should go through the same steps of the com- 
munication methodology used to design behavior change initiation: 
assess the environment for current behaviors and activities that ap- 
proximate support to desired health practices, plan the involvement 
of both the social and health care delivery systems in this supportive 
role, and then seek ways to maintain  their involvement over the long 
term (Rasmuson, Seidel, Smith, 8c Booth, 1988). The ultimate pur- 



13 ommunication for 

pose of these steps is to use communication to help design a sup- 
portive environment for the practice of child survival behaviors. 

Assessing the Community and Health 
System for Sources of Support 

When the communication goal is to maintain appropriate health 
practices in mothers and caretakers, one of the primary target 
audiences will be individuals who are key supporters of mothers' and 
caretakers' behaviors. Support for behavior, either engaging existing 
or creating new sources of support, is a critical part of a maintenance 
strategy. Many health practices promoted by communication pro- 
grams are preventive in nature; do not produce immediately recog- 
nizable positive consequences; and are seen as ineffective, "a waste 
of time," or not worth the expense. So, to maintain preventive health 
practices over time, alternative sources of support need to be created 
or engaged until the long-term benefits of prevention become clear. 
For example, until the community as a whole sees that fewer of its 
children are dying during measles epidemics, health workers must 
reinforce parents for completing the immunization series. 

Finding Sources of S 

Health practices are primarily influenced by two systems: one is the 
social system and community in which individuals live; the other 
is the formal and traditional health care delivery system. Figure 7.1 
shows how a communicator might visualize the environment that 
supports health praqtices for children. The communicator's initial 
task in maintenance is to select as target audiences those people or 
organizations who can help individuals caring for the health of a 
young child. 

Individuals are strongly influenced by the positive and neg- 
ative reactions of people in their social network---close relatives, 
neighbors, and certain opinion leaders-to their health practices 
(McKinley, 1976). Therefore, communicators plan strategies to en- 
gage individuals in a mother's social network who could reinforce 
her efforts to practice child survival technologies. Communicators 
also look at what types of reinforcers could be used to influence the 



network's role in providing social support to the mother. Research 
can help the communicator discover which people are critical in 
supporting a mother and how they might be involved most effec- 
tively. In many societies, for example, a mother's female relatives 
are important in supporting child care practices. A woman's sisters, 



mother, and aunts could be mobilized or reinforced through a com- 
munication program to encourage or help in her practice of target 
behaviors. 

Cornmunicators also look at how the individual's commu- 
nity network supports or deters desired behaviors. They assess the 
behaviors and activities of opinion leaders, clubs, school organiza- 
tions, cooperatives, and other community groups with which moth- 
ers are in contact, and plan how these groups can be incorporated 
into the support network for target behaviors. They may want to 
look at communities that were early adopters of health programs: 
What segment of the population was influential in this adoption, 
and how were these people reinforced for their pro-health activities 
(Abrams & Elder, 1986)? 

Frequently, policies and activities of social organizations- 
such as religious institutions, tribes, trade unions, or political par- 
ties-affect health practices. Communicators can consider how 
these organizations might be involved in creating an environment 
of support for maintaining the practices. For example, trade unions 
can be influential in supporting breast-feeding practices by spon- 
soring support groups for nursing mothers and crkhes in the 
workplace. 

Finally, national-level policies and opinion leaders often 
play a critical role in supporting or deterring target behaviors. The 
Ministry of Health can enact a policy to allow the sale of ORS 
packets in a variety of retail outlets, thereby increasing availability 
and influencing the practice of oral rehydration therapy with moth- 
ers. To  support breast-feeding practices, policies also can be enacted 
to limit the advertisemen t of infant formula, which competes with 
breast-feeding practices. Nationally respected opinion leaders can 
be asked to speak for a particular health practice; for example, in 
television spots during a measles immunization campaign in the 
Philippines, opinion leaders such as the minister of health and a 
leading television personality promoted the program (Verzosa, 
naj e, de Guzman, Hernandez, Reodica, & Taguiwalo, 1989). 

Communicators should also look for support from the var- 
ious levels of the formal health care delivery system. As shown in 
Figure 7.1, the health system is made up of a variety of profession- 
als: village-based health workers, clinic-based nurses and doctors, 



their immediate supervisors, regional inspectors, and central-level 
Ministry of Health staff. A communication strategy needs to be 
devised to help these professionals and volunteers support mothers' 
behavior. Communication strategies can work as antecedents to 
change policy, improve supply and clinic procedures, or improve 
the supervisory skills of communication supervisors. Communica- 
tion strategies can also work as consequences to improve patient- 
client interaction, strengthen outreach activities, and give recogni- 
tion to program successes. 

In many countries, traditional healers and birth attendants 
are active and influential in the health domain. They often have 
close ties with the community and can reach mothers who are not 
in contact with the formal medical system. Sometimes traditional 
healers are organized into associations and can be approached col- 
lectively; sometimes they need to be approached individually. Nev- 
ertheless, they often can be useful in communicating with mothers 
and supporting their health practices. 

A critical component to the long-term success of a commu- 
nication program is maintaining effective practices of workers at all 
levels of the health care delivery system. Their role as the "front- 
line" interpersonal contact with mothers is essential in maintaining 
health practices. Health workers are asked to learn and practice 
many skills in order to teach and support mothers' health practices. 
A communication program needs to consider the conditions in 
which health workers themselves work, and to apply behavioral 
principles to assess and improve the environment to maintain their 
behaviors. Only when these health workers are supported in the 
practice of learned communication and case management skills can 
they be counted on as reliable sources of reinforcement and support 
to mothers (Reis, Elder, Satoto, Kodyat, & Palmer, 1990; Elder et al., 
1992). 

ing Approximations, An tecedenb, and Consequences 

Communicators should search the social and health systems for 
what is already working to some extent (approximations) and de- 
termine why it is working (what antecedents and consequences sup- 
port those activities). Currently active organizations and people 



signal to communicators that positive consequences for their func- 
tions already exist, so these organizations and people are good 
candidates for participation in a maintenance program. Rather 
than having to create something new (will the new system be viable 
over the long term?), communicators can provide existing organi- 
zations and individuals with materials and planned activities spe- 
cific to supporting mothers' child survival practices. For example, 
in urban areas, trade unions or factories may already have viable 
programs that address the health and family needs of workers. 
These unions and employers may have found that such programs 
attract more union members or lower employee turnover (positive 
consequence to sustain the factory's or trade union's support of the 
employees). The network among local market women may be 
another communication channel to tap. Over the years, exchanging 
useful information or helping each other has paid off in a variety 
of ways (positive outcomes that maintain the network). If grand- 
mothers play an influential role in child rearing, they might also 
be engaged in the maintenance system. Fulfilling their role as good 
grandmothers is an esteemed function in the community (which is 
a social consequence maintaining their behavior). 

The same principles apply when one is assessing the health 
care delivery side of the circle in Figure 7.1 for approximations to 
effective maintenance activities. In other words, communicators can 
look for existing activities and structures that could play a role in 
supporting child survival interventions. Individual health workers 
might already be conducting outreach to remind mothers who are 
behind in the immunization schedule (approximation). They find 
the mothers more receptive and interactive when approached at 
home and enjoy getting out of the clinic periodically (naturally 
occurring consequences). A regional hospital has opened an oral 
rehydration unit (approximation) and, as a result, receives visits 
from Ministry of Health officials and donors to observe an oral 
rehydration unit in action (positive, observable consequence). Tra- 
ditional birth attendants deliver most of the babies in rural areas 
(approximation). Mothers openly recognize them as health experts 
(positive, observable consequence). These activities, although not 
yet specifically supporting behaviors targeted for mothers, naturally 
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result in positive consequences and so could be considered as viable, 
long-term communication channels. 

etween Skill and 

The assessment process will reveal not only what is working in both 
the social and health care delivery systems but also what is not 
working. Individual skills and knowledge often are fairly high, and 
the most likely obstacles to long- term maintenance of target behav- 
iors fall in the category of performance deficits. In other words, 
adequate support for desired behavior is lacking. A woman may be 
so overburdened with child-rearing, farming, marketing, and home 
maintenance responsibilities that, despite knowledge of and belief 
in the value of immunizations, she cannot respect the schedule with 
her present infant. A health worker may have been trained in effec- 
tive health communication techniques, but the case load as it is 
presently handled at the clinic does not allow him to exchange 
information with mothers. A regional medical inspector likes the 
idea of checklists to monitor case management and communication 
skills of the staff of oral rehydration units in local health centers, 
but most of his time is spent preparing reports for the central office, 
and maintaining a private practice to support the family. Visiting 
the units and initiating a monitoring scheme have become low 
priority. Moreover, since the Ministry of Health has not mandated 
a monitoring system, the additional effort to put such a system in 
place would go unrecognized. These examples illustrate how skills 
and performance deficits might affect the maintenance of desired 
practices in the health system. 

Planning Communication Strategies for Maintenance 

In planning for maintenance, it is important to engage the inter- 
disciplinary team that helped plan the initial communication pro- 
gram. The composition of the team would necessarily change to 
include administrators, community leaders, and representatives of 
organizations that will play a role in maintenance. In attempting 
to plan long-term support for appropriate health practices in a 
target audience, the team cannot repair every weakness in the health 



care delivery or social system. ecause of the limited amount of 
resources and time usually allotted to putting effective programs in 
place, focusing on maintenance strategies in some order of priority 
is essential in the planning process. With these priorities clearly in 
mind, the team should, as before, review and select target behaviors, 
develop communication strategies, and select communication chan- 
nels specifically to maintain health practices. In selecting target 
behaviors, the team should consider two types of behaviors. First are 
the mothers' health practices: breast feeding, hand washing, getting 
prenatal care and immunizations, giving fluids and food during 
diarrhea, and taking children with pneumonia symptoms to a 
health care facility. Second are behaviors that support health prac- 
tices: health workers' communication and case management skills, 
fathers providing money for transportation to the clinic, volunteers 
distributing OR§ packets and mixing information, and community 
groups offering help to breast-feeding women. Tne interdisci 
nary team should decide which target behaviors will have the most 
impact on maintaining the changes already accomplished. 

In general, communication strategies for maintenance will 
do one or several of the following: 

e Fade out any consequences created to introduce new behaviors. 
Strengthen existing positive consequences for the behavior. 

e Eliminate or change any negative consequences. 
e Use antecedents to remind individuals of important information 

(time, place, availability). 

As much as possible, the team should incorporate these components 
into an existing activity that reaches the target audience and is 
already generating positive consequences for the participants. 

Communication channels play a role both as antecedents and 
as consequences to behavior maintenance. Interpersonal communi- 
cation, radio and television spots, print materials, and newspaper 
ads can all remind, review important information, and reward. 
Communicators, then, need to decide which function will best 
maintain target behaviors and which channel can best fulfill that 
function over the long term. The personal congratulations from a 
health worker may be more effective in helping a mother finish the 



immunization series than a poster on the clinic wall saying "Good 
Mothers Immunize Their Children. " ut what can be done to 
ensure that the health worker continues to congratulate mothers 
over the years? In choosing this channel over others, communicators 
would have to take into consideration the cost of maintaining 
health workers as a communication channel. In other cases, if cov- 
erage rates are already fairly high in a region, periodic radio re- 
minders to come to the clinic for immunizations may be enough to 
maintain the rate. 

Generally, maintenance activities should focus on generating pos- 
itive consequences for health practices. Recognition and construc- 
tive feedback are two nonmaterial rewards that can do much to 
maintain health practices. A communication activity might be to 
teach health workers how to give mothers feedback on their wean- 
ing practices or their skill in administering ORS to a child that 
vomits. If the health workers' behavior is considered critical to 
maintaining mothers' health practices, then effective supervision, 
through recognition and constructive feedback to health workers, 
might be the major activity for a maintenance program. Further 
training, for example, could shift from simple instruction to prob- 

ealth workers themselves could set the training 
agenda to address problems encountered when using communica- 
tion techniques with mothers. Supervisors can give recognition by 
using solutions provided by the group. Chapter Five gives more 
suggestions on how training can be used as a positive consequence 
for health workers. 

Communication activities focusing on maintenance of 
health behaviors can be monitored in the same way as activities 
serving mostly to teach and motivate new behaviors. As discussed 
in Chapter Six, monitoring itself can be used as a key strategy in 
maintaining people's behaviors in both the social and health care 
delivery systems. If properly functioning, monitoring will generate 
vital information on how well systems are supporting desired 
health practices. It can then be shown to participants, donors, and 



other decision makers as feedback, reinforcement, and the basis for 
deciding future directions. 

aintaining Initial Gains: The onduran Example 

A communication program that has been funded for over ten years 
in Honduras allows us to examine the program's effectiveness in 
maintaining initial gains made in health practices. 

A communication pilot project was implemented in Hondu- 
ras from 1981 to 1983, for the purpose of establishing widespread 
use of oral rehydration therapy (ORT) in the home to combat de- 
hydration and diarrhea among children under five years of age. 
While the central feature of ORT is the administration of an oral 
rehydration solution (ORS), the therapy also encompasses nutri- 
tional and feeding behaviors, such as continued breast feeding and 
other feeding and increased liquid intake. Iri Eloribiiras, the rehy- 
dration solution is called Litrosol, which is mixed from locally 
produced packets containing the ORS powdered formula. 

In 1982, after the pilot project had proved successful in one 
health region, the Ministry of ealth began a diarrheal disease con- 
trol program to serve all areas of the country. The national effort, 
involving continued technical assistance from the Academy for Ed- 
ucational Development and funding from the United States Agency 
for International Development, remains active to the present. Na- 
tional ORT promotion is based on the communication methodol- 
ogy developed during the pilot project, integrating broadcast and 
print media with interpersonal communication to reach its au- 
dience. Under the national program, the intensive use of radio nec- 
essary for the learning phase of the program was reduced, and more 
emphasis was placed on promoting ORT via health workers. A 
follow-up evaluation survey was conducted in 1987 to determine 
whether behavior changes occurring in 1983 had been sustained. 

One target behavior from this project illustrates issues affect- 
ing its maintenance since the initiation of the communication pro- 
gram: mothers' responses to the question "Have you treated the 
most recent case (past two weeks) of diarrhea with Litrosol?" From 
a baseline taken in 1981 of 9.2 percent of the cases being treated with 
Litrosol, the two-year campaign resulted in mothers reporting that 



35.7 percent were being treated with Litrosol(1983). The follow-up 
survey showed a continued trend toward adoption (44.8 percent). 

What events are currently operating to support mothers' continued 
use of ORT? Are these events functioning as antecedents or conse- 
quences? Are they coming from program activities, the social envi- 
ronment, or the health care delivery system? Are they coming from 
the practice itself? Answers to these questions will help program 
planners design program messages and activities specifically to sup- 
port and maintain mothers' behavior. 

sages. The messages from all channels have positioned Litrosol 
as a treatment for dehydration, not for diarrhea. This is an antece- 
dent strategy that helps increase the positive impact of the following 
consequence: using the product made signs of dehydration disap- 
pear or kept the child from displaying the signs during the bout of 
diarrhea. Indeed, mothers' reported belief that Litrosol stopped di- 
arrhea fell from 58 percent in 1983 to 22 percent in 1987. Conversely, 
their belief that i t  avoided dehydration rose from 20 percent to 59 
percent. The evaluation data demonstrate that this knowledge was 
converted into an antecedent for the desired behavior; as case sever- 
ity increased, so did mothers' use of Litrosol. ORS was administered 
in 40 percent of cases that mothers judged as mild, in 46 percent of 
cases judged as moderate, and in 54 percent of cases considered 
severe. 

elivery System. The research shows that mothers who 
were in contact with the health care delivery system were more likely 
to use Litrosol to treat the most recent case than mothers who were 
out of contact. Over five hundred health care workers were trained 
in communication skills, and it is likely that through their efforts 
they are reinforcing mothers either through providing praise, en- 
couragement, and discussion or being a credible source of informa- 
tion. In some way, they are giving positive attention to mothers 
engaging in this behavior. 



x. For various reasons, radio was not used as in- 
tensely during the national ORT promotion as during the pilot 
project. The data indicate that the use of radio, systematically in- 
tegrated with print and interpersonal communication, helped to 
create an environment of support for the maintenance of ORT use. 
Evaluation data are consistently higher on all measures-from trial 
use to case treatment rates-for the pilot project area than for the 
national program. The evaluators concluded that since the pilot 
project relied heavily on mass communication to support ORT 
information transmitted by health workers and the current strategy 
relies principally on health workers and small-scale alternative me- 
dia, the original mix of communication channels was probably 
more effective than the current emphasis on interpersonal channels. 

elf. Clearly, the use of some form of ORT is not 
competing with other treatments, rather, mothers seem to use it in 
conjunction with other remedies. On the positive side, their use of 
breast feeding and home-available fluids, which was fairly high in 
1983, has remained high even with increased use of Litrosol. The 
negative practice of purging has gone down, from 50 percent in 
1983 to 24 percent in 1987. Unfortunately, their use of antidiarrheals 
has gone up, from 25 percent to 64 percent over the same time 
period. Seventy percent provided more than one treatment to their 
child during the diarrhea episode, indicating that ORT did not 
replace competing behaviors but, rather, was added on to what 
mothers were already doing. 

To improve the maintenance sys tem for proper treatment of 
diarrhea and dehydration, the program may want to weaken the 
support for prescribing and administering medicine, since increas- 
ing the use of ORS alone has not replaced this practice. According 
to mothers, health centers recommended medicine as a treatment 
more often than ORS (69 percent medicine and 57 percent ORS), 
whereas community-based health workers recommended ORS more 
often (22 percent medicine, 78 percent ORS, and 37 percent going 
to a health center). (Note that more than one treatment could be 
recommended (Baume, 1988)). Clinic-based health workers, nurses, 
and doctors then may become new target audiences for building a 
maintenance sys tem for mothers' behavior. Program interventions 



can reach them at their work or through their professional associ- 
ations and medical and nursing schools. Private or parastatal 
pharmaceutical companies might also be brought on as supportive 
partners for ORS use if meaningful incentives were clearly 
available. 

Although this example has not provided clear-cut answers to how 
to maintain behavior change, it has generated questions that public 
health and communication professionals will be considering in 
conceptualizing future programs. 

Communicat ion Issues 

What is the effect of the initia! program intensity on p!anninm 5 

and development and communication? 
What indirect benefits from the communication program can be 
identified (for example, the health system's preparedness for the 
emergence of cholera or overall attitudes in the population to- 
ward the health system)? 
What conclusions can we draw about the levels of intensity of 
communication programs necessary to sustain public aware- 
ness? Are reminders all that are necessary? 
How can communication programs geared for maintaining 
health practices accommodate women newly entering mother- 
hood? 
Can long-term effects of mortality be detected? 

Broader Programmatic Issues 

as the Ministry of ealth adopted a sound health communi- 
cation methodology? 

ave communication skills been incorporated into health care 
professionals' training? 
Is the target behavior embedded within the social context of the 
population? 
Are private sector and other organizations demonstrating good 
program-planning and implementation skills? 



hat are the optimal necessary levels of financial and logistical 
support to nurture the project (what level of support was neces- 
sary to sustain the ministry's correct use the communication 
methodology?) and to wean the project (how can program sup- 
port disengage without losing the benefits of the investment?)? 

In the past two decades, we have learned much about the impact 
that communication can have on health behavior but we still have 
much to learn about the maintenance of behavior change. 
communicators have been typically asked to create programs to pro- 
duce impressive behavior changes. But when donors and policy 
makers move on to other priorities, and the years go by, what is 
there to show for those initial expensive and labor-intensive efforts? 
I3 the system. put into place having any long-term effect on saving 
children from illness and death? Or have most of the behavior 
change gains eroded over time because of a lack of focused social 
and logistical support? These are the issues that now need the same 
careful planning, monitoring, creativity, and innovation invested 
in earlier communication programs. Specifically: 

Maintenance programs should be explicitly planned, funded, 
and implemen ted. 
The communication methodology and behavioral principles 
discussed earlier still apply to maintenance, but different activ- 
ities will be emphasized to focus more explicitly on supporting 
learned behavior rather than on introducing new behavior. 
Consequences introduced specifically to reinforce the learning 
of new behaviors should be faded out, and naturally occurring 
consequences from as many sources as possible should be 
strengthened. 
Target audiences in maintenance programs are not just the 
children's caretakers and mothers but also the people and orga- 
nizations that can support mothers' and caretakers' health 
practices. 
The best choices for participation in successful maintenance 
programs are those individuals and organizations in the social 



ealth systems who are alrea ima ting supportive 
behaviors and actions for health practices. 
Any activity selected as part of nce program must 
also generate its own positive co 
that they will continue to sup 
side help. 

y continuing to focus on observabl behavior-even when 
g organization and community involvement-program 
an apply many principles and tools used earlier to in- 

itiate behavior change to maintain these changes over time. 
the ultimate goal is to maintain individual health practices, in ap- 

lying behavioral principles, program managers can incorporate 
roader social and health systems to support those practices over the 

long term. 



riting this book has given us an opportunity to reflect on 
the last fifteen years of our communication experience. As we gath- 
ered and reviewed materials from the various projects in a multitude 
of countries, we also talked informally with public health profes- 
sionals both here and abroad about their experience with behavior 
change. This what they had to say: 

"Some people have very strong misconceptions or stereotypes 
about behavior analysis and the vocabulary we  use to  talk about it." 
Some people would stop lis g when we mentioned the words 
consequences or antecedents. und that the people who ignored 
the "historical baggage" that behavior analysis carries or who were 
not tied to any one theory of communication or behavior were more 
open to applying the principles and techniques coming from be- 
havior analysis. 

" T h i s  behauioral approach is user friendly." It was interest- 
ing to see how a variety of health professionals in our country- 
physicians, health program managers, communication specialists, 
health educators, trainers, nurses, and community volunteers- 
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could apply the behavioral approach in their work. Once they un- 
derstood the basic principles, they could design their own strategy, 
instruments, and tools specifically for their own communication 
activities. 

" T h i s  behavioral approach travels well because it accommo- 
dates differences among  cultures." Because behavior analysis fo- 
cuses on observable behavior and the observable events in the 
environment that influence it, we could look directly at how the 
behavior functioned within our own culture. We knew to look for 
events triggering a behavior and events supporting or weakening it; 
yet the form that those events would take differed from one culture 
to another. Even within our own country, communication s tra te- 
gies were different, depending on the cultural context of a target 
audience. 

"Catch them doing something right!" The principle of re- 
warding and shaping behavioral approximations made a big differ- 
ence in the way we approached communication and training. We 
had been mostly focusing on programmatic constraints and what 
people were doing poorly or incorrectly, and we were not building 
on what programs and people were doing well. This new, more 
positive strategy made people more willing to try suggestions for 
improvemen t. 

"I didn't haue to  d o  it all at once." One of the principles of 
behavior analysis is to break actions down into measurable steps 
and to shape behavior by rewarding those steps. We found that we 
could apply this approach to our own use of behavior analysis. We 
started with applying it to one piece of our communication work. 
We tried using direct observation as a research technique; trainers 
tried giving homework during their training session and following 
up  later; or sometimes we tried applying the Behavior Analysis 
Scale (Resource E) to help us select and put target behaviors in order 
of priority. We found that we did not have to tackle everything all 
at once but, rather, could try the approach in one step of the com- 
munication process, learn from that experience, and go on from 
there. 
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"Behaviors aren't what  you th ink  they are." Behaviors are 
much more complex than we originally thought. Behavior analysis 
provided tools to help us actually observe those behaviors and un- 
derstand their complexity and the events that preceded and followed 
them. It helped put a microscope on behavior, which made us un- 
derstand that what we originally thought was one action was actu- 
ally a series of steps. We used those steps to design skill-based 
training and develop more specific messages for our communica- 
tion program. 

"Every behavior is constantly getting beaten u p  by other be- 
haviors." There is a lot of competition out there. Many health be- 
haviors especially preventive behaviors that do not seem to lead to 
any recognizable outcomes-need support from time to time to stay 
high on people's priority lists. We cannot just teach people once, 
or even twice. We need to plan reminders, refreshers, rewards, and 
recognition into our communication programs, to be sure that im- 
portant preventive health practices do not get lost. 

"It  takes more  than  improved health behaviors t o  improve 
health." As time went on, we saw that behavior change was neces- 
sary in more than just mothers' health practices; and we were 
pleased to see that behavioral principles could apply to all behavior, 
not just health behaviors. For example, for any behavior needed to 
run our program-whether monitoring or training or supervis- 
ing-we still needed to consider how antecedents and consequences 
would affect the performance of those behaviors too. 

" T h e  concept that w e  needed to  consider the  consequences 
was the  'big idea' for me." We knew that knowledge was not enough 
to lead to behavior change, but we found that teaching and shaping 
skills were not enough either. In many cases, people knew what they 
should do and they knew how; yet they still weren't doing an effec- 
tive job. If we looked closely, we saw that people often got punish- 
ment or no reaction at all for their actions. What we needed to do 
was consider how consequences supported or weakened health prac- 
tices as we developed our communication strategies. Using this be- 
havioral approach helped us find strategies that took consequences 
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into account and supported people in applying their knowledge 
and skills. Our search for sources of positive consequences to 
support people in their efforts led us to their social and professional 
networks and the community at large. 

Looking Forward 

What about the future? What will be some of the future ap- 
plications and directions for applying behavior analysis to change 
and support healthy practices? Once again, the discussions with 
people who have been applying these principles and techniques 
provided some ideas. 

"We've learned a lot how to introduce new behaviors and 
skills related to child survival, but we haven't had a chance yet to  
apply behavioral principles to  the maintenance of those behaviors." 
T L ,  f-., -,- 
I uc: rulld;rrg for many of the coi i~i i i~icdi ioi~ progmxxis described 
in this book ended just when the levels of behavior change had 
reached the level necessary to apply the principles described in the 
chapter on maintenance, In the future, we need to plan our health 
programs in such a way as to provide time and funding for health 
communication to focus explicitly on behavior maintenance. 

"Couldn't we use the same behavioral principles and tech- 
niques and apply them to  strengthening the capacity of the Ministry 
of Health and other institutions to engage i n  effective health com- 
munication?" Communicators could follow the same principles for 
individual behavior change, yet adapt and apply them to institu- 
tional change: 

Define objectives for institutional capacity building in terms of 
observable actions to  be taken. 
Observe the ins ti tution's current actions related to these objec- 
tives. Analyze the actions for their relationship to the political, 
social, cultural, and physical environments in which they oper- 
ate-the antecedents and consequences that help determine 
whether institutional actions will be repeated. Perform the same 
analysis for any institutional actions that compete with health 
communication methodology. 
Design and implement a strategy that will increase the desired 



institutional actions and at the same time create an environment 
of support for them. In some institutions, we might have to 
focus first on developing skills of key personnel. In others, 
where the skills necessary for conducting health communication 
already exist, the strategy might focus on increasing positive 
consequences or reducing negative consequences by changing 
policy, establishing norms, and creating rewards. 
Measure observable indicators of the target actions. Follow these 
indicators before and during communication program activities. 
Use the results of this measurement as constructive feedback to 
institutional members to strengthen the desired actions. 

" W e  need to  take the human factor more into account as we 
develop new, and adapt existing, child suruival technologies." The 
link between technology and health is people's behavior; we need 
to incorporate that link when we are developing those technologies. 
Too frequently, technologies and procedures are developed in la- 
boratories and hospitals, and no thought is given to the people who 
will use these technologies in their daily lives. Many child survival 
technologies are not intrinsically rewarding and in some cases are 
actually punishing to do. Immunizations can induce fever in a well 
child. OR§ does not stop diarrhea, and it can cause a child to vomit 
if it is administered too rapidly. The growth-monitoring chart is a 
complex visual aid that many mothers do not understand; therefore, 
it does not provide the reinforcement that it was originally designed 
to provide. Vitamin A capsules seem to have no effect whatsoever 
on a child. Increased hand washing can actually punish the mother, 
who must carry the extra water it requires great distances to her 
home. As new technologies are developed and health professionals 
attempt to adapt them to their programs, they need to consider the 
consequences and the complexity of behavior these technologies 
require. The continued use of child survival technologies will 
greatly increase if they are more intrinsically rewarding and feasible 
and if they provide immediate, salient consequences to the child and 
the caretakers. 

" W e  really are becoming a global community  and the health 
problems we face are becoming more similar." This statement has 



vior analysis to in- 
eloping and indus- 
ems are changing. 
eloping countries, 

Rica, are facing issues related 
tices. At the same time, many 

the world are working to make health care more cost-efficient and 

is behavior change on a large scale. Throughout the upcoming 
decade, we will need to do much more to help peo 

n behaviors in order to lead longer and healthier lives. To assist 
m as they work toward that goal, behavior analysis offers health 

professionals an approach that is simple, straightforward, and eas- 
ily measurable. (4) Environmental issues re1 d to the air, water, 
and soil will need immediate and coordi ction. In order to 

lanet, governments, businesses, c 
viduals will need to change their behaviors in ways and at levels 
never before considered. 

ealth professi-onals at Alma-Ata called for " 
by the Year 2000." There is still a great deal to be done. Indeed, there 
is still a great deal to be learned about the role that communication 
and behavior change can take, as we work together to support a 
healthier community, country, and planet. 





The following checklists can help communicators focus 
more explicitly on behavior change at each step of the communi- 
cation process: assessment, planning, training, and monitoring. 
Each checklist, however, should be adapted to reflect the character- 
istics of the selected behavior and the cultural and demographic 
factors of the country in which the instrument is to be used. The 
adapted checklists should be tested and revised before they are 
applied. 

This checklist could be 
workers themselves to 

assess interpersonal counseling skills during health worker-client 
interaction. The first section (a generic checklist) can be adapted to 
any technical health issue. The second (an observation checklist) is 

used by trainers, supervisors, or the health workers themselves to 
assess group presentation skills during a health talk. 



vior lists the target behaviors for correct breast 
feeding. The observation checklist could be used during a two- to 
four-hour observation period by communic tors to help shape or 
monitor the communication strategy. It could also be used by a 
lactation counselor to assess to what degree the breast-feeding skills 

This checklist could be used as a part of an in-depth interview or 
survey to observe hand-washing behaviors promoted as a part of a 
diarrheal disease prevention program. It could be applied during 
assessment or during a health promoter's home visit or to monitor 
behavior change. 

Selecting Target ehavior Analysis 
le could be used b nary planning te 

o~ganize di~culssioiis to the sekelioii of target behaviors after 
assessment has been conducted. 

orksheets. These worksheets also can assist an interdisciplinary 
planning team in selecting target behaviors after assessment has 

list. This checklist 
could be used to assist communicators in planning a communica- 
tion program that focuses explicitly on behavior change and 

list. This checklist 
could be used by trainers to assist in the design and implementation 
of skills-based training. 

ist. This checklist 
could be used by communicators, trainers, supervisors, and clinic 
staff to monitor behavior change and use the monitoring data as 
feedback to maintain target behaviors. The first section could be 
adapted by anyone interested in monitoring behavior change; the 
second could be used by a supervisor monitoring interpersonal com- 
munication skills at the clinic level. 



- Greets mother. 
- Smiles at mother. 
- Asks open-ended question about mother's experience. 
- Praises specific action(s) that mother has done correctly. 
- Advises mother a out specific actions she should do next. 

sks mother to explain what she has just heard. 
aises mother for what she has repeated correctly. 

- Corrects specific messages that mother has not repeated. 
- Asks msther what prsb!ems or constraints she might have in 

carrying out what health worker is recommending. 
- Discusses with the mother what she can do to resolve the prob- 

lem or cons train t. 
Uses appropriate vocabulary (the specific words selected 
would be based on the cultural and linguistic setting). 
Asks mother if she has any questi s concerning what s 
heard or anything about the heal 

raisedthanks mother for coming. 

- Greets mother. 
Smiles at mother. 

- Praises mother for having brought her child to the health 
center to be immunized. 

- Asks mother if she has any questions about the immunizations 
or other aspects of her child's health. 

- Explains what side effects might occur from this immuniza- 
tion (if appropriate). 

- Explains what to do in case of side effects. 
- Asks mother what she will do if her baby gets sick tonight. 
- Praises mother for what she has repeated correctly. 
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- Corrects specific information concerning side effects which 
the mother has not repeated. 
Asks mother what problems or constraints she might have in 
carrying out this recommenda tion. 

- Discusses with the mother what she can do to resolve the prob- 
lem or cons train t. 

- Explains how many vaccinations the child needs to complete 
his or her immunization schedule. 

- Explains date and time mother should return. 
- Asks mother how many vaccinations the child needs to com- 

plete immunization schedule and specifies the date and time 
mother should return. 

- Asks mother what problems she might have in returning to 
complete the immunizations. 

- Praises/reinforces mother for what she has repeated correctly. 
- Corrects specific information concerning the nunibel of vac- 

cinations, and date and time mother should return, that the 
mother has not repeated. 

- Asks mother what problems or constraints she might have in 
bringing her child for immunizations at this time and date. 

- Discusses with the mother what she can do to resolve the prob- 
lem or cons train t. 

- Uses appropriate vocabulary. (Specific words would be based 
on the health topic and the cultural and linguistic setting.) 

- Asks mother if she has any other questions. 
- If so, repeats the question mother has asked. 
- Explains answer. 
- Asks mother what she has heard. 
- Thanks mother again for coming. 
- Repeats that she will see her again at the specific time and date 

the mother should return. 



Check the frequency of the following health worker actions: 

Asks open-ended questions. 

Asks closed-ended questions. 

Uses appropriate language (spe- 
cific words selected would be 
based on the health topic and the 
cultural and linguistic setting). 

Asks mothers if they have any 
questions. 

Restates mother's question before 
answering it. 

sks mothers to respond to ques- 
tions as a group. 



heck off if the health worker does the following: 
ree ts mothers individually. 
tates health topic. 

States purpose of session. 
Asks at least one mother to share experiences concerning 
the topic. 
Restates mothers' comments or experiences. 
Congratulates mother(s) for a good health practice or 
healthy baby. 
Demonstrates target behaviors (mixing OR 

as a mother or mothers demonstrate 
haviors. 
Asks women to applaud (or praise in a culturally appro- 

riate way) the mother(§) demonstrating the target be- 
aviors. 

m 

I elis morherjsj specifically what acrions were done cor- 
rectly in the demonstration. 
Tells mothers specifically what actions can 
next time. 
Summarizes vital information covered during the session. 
Asks mothers to do something related to the target behav- 
iors as soon as they get home. 
Asks mothers to share w t they have learned with their 
husbands, other wives, a or mothers-in-law when they 

ers to sing a song. 
ers in a sociodrama or skit. 

Uses a fable/story/metaphor (for example, dried-out 
to explain dehydration) 



heck off if the health worker uses the following: 
rochure/leaflet/flyer distributed to mothers to take home 

packets, syringes, etc.) 

Other 



reast feeding is not a "technology" developed in a 
laboratory or university. It has been described as "the choreography 
of the dance between the mother and the baby." In contrast to its 

in other child survival tec nologies, such as immunizations 
growth monitoring, the in£ t is a major actor in breast feeding 

and greatly influences the ractice. Because the practice is an inter- 
action between the infant nd the mother, it was more difficult to 
develop a "performance checklist" that would cut across all breast- 
feeding situations. The following checklist describes behaviors that 
contribute to the "choreography9' of breast feeding. It includes some 
behaviors that are not absolutely necessary for "correct breast feed- 
ing" but are important indicators of the interaction between the 
mother and the chiid. This ckckiist s h u i d  be reviewed iocaiiy and 
specific behaviors selected by an interdisciplinary team. As with all 
checklists, it should be tested before being applied on a wider scale. 

This checklist was developed in coordination with Rukhsana 
aider, International Center for Diarrhoea1 Disease C 

national Center for Diarrheal Disease Research, 
angladesh, and reviewed by Elena Hurtado ( 

stitute of Central America and anama), Chloe O'Gara and Judy 
Canahuati (WELLSTART Inte ational), and Dr. f;. Savage King 
(Programme for Control of Diarrheal Diseases, World 
ganization). The behaviors that seem to be the most critical to breast 
feeding have been starred. 

MENT T O  THE 

- *1. Infant's mouth opens wide when it is put to the breast. 
- *2. Infant's lower lip is turned out when it is put to the breast. 
- 3. Mother brings baby to breast, not the breast to the baby. 
- *4. Infant's mouth covers a portion of areola, not just the 

nipple. 
- *5. Infant's mouth takes in more of the bottom tissues of the 

areola than the top tissue. 
- *6. Infant's chin is against the mother's breast. 



_ *7. Infant's sucking is visi ly rhymic and coordinated. (In t 
first few minutes, there are shallower, more rapid sucks. 
The rate after the first few minutes decreases--slower, 
deeper sucks-and then increases again.) 

OSITION 

*1. Infant's face is turned toward mother's breast. (Infants un- 
der two months old.) 

2. Infant's neck is straight (not twisted to one side). 
- 3. Infant's body is in a straight line (not twisted). 
- 4. Newborn's bottom is sup orted (if mother is sitting). 

ARATIQN FRO 

- "1. Infant is reiaxedihappy at the end of feeding, 
- Infant falls asleep while breast feeding. 

If infant is awake after breast feeding: 

- 2. Infant comes off breast by himself to end the feeding 
session. 

___ 3. Infant releases the breast easily. 
- 4. Infant does not cry after feeding session. 
- 5. If infant cries, mother returns infant to the breast. 

If infant falls asleep while breast feeding: 

- 6. Mother uses finger to release the infant's mouth from the 
breast. 

STRICTED FEEDING 

- 1. Mother breast-feeds when infant cries. 
*2. Mother breast-feeds when infant shows visible hunger 

(rooting, for example). 
*3. Mother breast-feeds when infant shows visible comfort- 

seeking behavior. 



*1. Infant sleeps with mother. 
nfant sleeps in same room, close to mother. 

(NOTE: These behaviors are not essential for successful 
ut are indicators of healthy attachment.) 

other smiles at infant while 
other talks to/sings to infan 

other looks at infant when infant is not feeding. 
other talks to/sings to infant while infant is not feeding. 

o. of Feeds *Duration 
t 

Feed 1 

Feed 2 

eed 3 

eed 4 

Feed 5 



ATERIALS NECESSARY FOR 

- 1. 
- 2. r that has 

not been used 
for another 
purpose 

- 3. Glean towel or cloth 

en used for any other purpose. 

r until there is foam. 
hands until the soap is removed. 

evious five steps until all dirt is 



0 Nothing like this is done now 
1 An existing practice is 

slightly similar 
2 An existing practice is some- 

what similar 
3 An existing practice is similar 
4 Several existing practices are 

similar 
5 Several existing practices are 

very similar 

rce' Adapted with permission from Green, 
artridge, 1980, p. 61. 



1992) was success- 

orksheet is the 
description of th 

of the target's audience behaviors, identified through re- 
search during assessment. 

e is the list of minimum behav- 
ioral steps that are feasible for the target audience to per- 
form and are necessary to have: impact on the health 
problem. 

Each worksheet is organized into five columns: the behavior, 
r performing it, its "cost," the benefit (or consequence) 
g it, and the vocabulary used to describe the behavior. 
ehavior Analysis Scale, this process is not a scientif- 

ically rigorous methodology, but it assists the planning team in 
anizing its discussion. 

To select the target behaviors using this methodology, the 
interdisciplinary planning team does the following: 

1. Reviews the list of potential ideal behaviors and fills out the 
ehavioral Profile worksheet. 

2. Reviews the secondary and primary resear collected during 
assessment and fills out the Existing havioral Profile 
worksheet. 

3. Selects target behaviors: 
a, Reviews the Ideal ehavioral Profile worksheet and elim- 

inates all the behaviors and behavioral steps that do not 
have any demonstrated impact on the health problem be- 
ing addressed by the  program. 



mpares the Ideal a 
ets and identifies 

ing approximations to t 
ideal behavior to the Tar 
The communication strategy will f 
the existing approximation to the ideal. 

d. Idenrifies where actual behaviors are radically different 
from the ideal behaviors and analyzes 
fundamental reasons why the target 
forming the target behaviors: it does not have the skills 
necessary to perform them (ski Is deficit), or envirolnme 
faciiii-s do iioi support and ~xiaiiiiain them (performance 
deficit). If the absence of desired behaviors is due to a skills 
deficit, include them in t 
worksheet. The communica 
teaching those new skills to 
if the absence of target behaviors is due to a performance 
deficit, the interdisciplinary team should analyze the 



If the absence of desired 
criteria, do not include them in th 
ever, in some instances some of maining ideal behaviors are 
necessary to have a health imp this case, the team should 
analyze i f  there is an intermediate point between the ideal and the 
existing behavior which could still have some health impact. That 
point should be negotiated with the medical specialist. The "n 
tiated" behavior should be included in the Target 
file worksheet. 
4. Organizes the target behaviors into the sequence necessary to 

perform them correctly. 
5. Assigns the behaviors to the various phases of the communica- 

tion program in order of priority. 









- List of target behavior 

communication program. 

specrfic health proble 
- All the target be 

audience to perfo 
Communicators 
ideal behaviors 
behaviors. 

ehaviors have been assigned to different phases of t 
. . . . .  

ogarl accor&-- t- * *- ------*-- kg Lv LEleil pI IuI I t, y . 
inary team selected the 
ecialist was not a me 

nary team, he or she has been consult 
tion of target behaviors that have a demonstrated impact on 

ica tors determine sence or incorrect 
aviors is a skills or performance deficit. 

he absence or incorrect performance of t 
viors is due to a skills deficit, commu 

d a strategy that will provide trainin 
11s necessary to perform the targe 

If the target au erforming approximati 
mmunicators have desi 

strategy that will reward these a roximations w 
teaching correct fre ion, accuracy, an 



- If performance of the target behaviors is immediately 
punishing, the com esigned a strategy 
to decrease unpleasant consequences and/or increase 
rnore positive ones. 

- If performance of the target behaviors has no immediate 
results, the communicators have designed a strategy to 
introduce new positive consequences for behavior. 

- If other behaviors are rnore rewarding than the target 
behaviors, communicators have designed a communica- 
tion strategy to increase rewards for the target behavior. 

- The consequences introduced or strengthened through 
communication strategies are those that are the most 
relevant, salient, culturally appropriate, and immediate 
t= the target audience, as identified t,hrOL?ah a&l r ~ c ~ ~ r r h  A GUGUI \-LA 

ith these populations. 
the communication strategy introduces planned con- 

sequences, communicators have also designed antece- 
dent strategies to increase the saliency of these conse- 
quences. 

- If the communication strategy introduces planned con- 
sequences, the communicators have determined how 
these consequences will be phased out over time and 
what more naturally occurring consequences will take 
their places. 

- Communicators have selected multiple communication chan- 
nels, building on the strength of each one. 

- Communicators have used channels to provide and/or strength- 
en consequences, as well as antecedents. 

Communicators have used channels to: 

- Provide pleasant consequences for the target behavior 
- Lower negative consequences to engaging in the target 

behaviors 
- Increase the saliency of consequences 



articipants' needs are assessed. 
articipants' skills are observed for planning purposes. 

Observable objectives are established for each skill area. 
Complex skills are broken down into discrete, manageable, 
and measurable steps. 
The training schedule provides enough time so that partici- 
pants can practice skills until they are fluent. 
Terminology and procedures are standardized throughout the 
training session. 

- Trainer explains in detail the desired behavior(s)/skills(s). 
___ Trainer provides reasons or has trainees define reasons why 

they should care about what they are to learn. 

ONSTRATION 

- Trainer demonstrates the behavior/skills and provides a 
model that can be observed and imitated. 

- Trainer asks trainees to say what is right about the 
demonstration. 

- Trainer demonstrates a model of inappropriate behavior/skill 
and asks trainees to say what is wrong. 

- The learning situation for practice is realistic, as similar as 
possible to the real-life situation in which the trainee will be 
performing the skills. 



Trainees practice performing the behavior/skill until they are 
fluent. 

rainees receive response-specific reinforcing feedbac 
what they did correctly during the practice session. 

- Trainees receive response-specific (rather than personal) rein- , 

forcing feedback on approximations to the target behaviors/ 
skills. 
Trainees received response-specific (rather than personal) cor- 
recting feedback on what they need to do differently in their 
next practice session. 

- Trainees are given a specific, measurable assignment to per- 
form before the next training session/meeting/visit, based on 
the behavioral objectives of training. 

- Trainees describe and/or demonstrate their assignment at the 
beginning of the next training session/meeting/visit. 

- Trainees receive response-specific reinforcing feedback on 
what they did correctly during their homework. 

- Trainees receive response-specific (rather than personal) rein- 
forcing feedback on approximations to the target behaviors/ 
skills they performed during their homework. 

- Trainees received response-specific (rather than personal) cor- 
recting feedback on what they need to do to improve their 
homework the next time. 



Define monitoring in terms of specific target 
and behavioral ste s necessary to have an imp 

tion of people performing the target be- 
haviors and/or 
Review clinic recor s to observe less skill- 

as timely immunizations and OR§ packet 
distribution. 

h the monitoring data. 
Communicate moni people performing the 
behaviors, using the 
tain desired behaviors. 
Fine- tune the communica tion/tra 
the results of the monitoring data. 

ORKIER'S INTER 

Define health worker's interpersonal communication in 
terms of specific target behaviors and behavioral steps that 
should be performed for effective interpersonal commu- 
nication. 
Observe the health worker's interpersonal communication 
with several mothers and apply a performance checklist of 
the target behaviors. 
Graph the data from the observations. 
Discuss the data with the health worker. 

raise the health worker for the specific behavior steps 
performed correctly. 
Correct specific behaviors the health worker needs to work 
on to improve interpersonal communication. 
Ask the health worker to practice these skills in 
simulations. 



- 8. Repeat steps 5 and 6 until the health worker is practicing 
these skills fluently. 

9. Ask the health worker for problems he or she might have 
in carrying out all of the steps necessary for effective in- 
terpersonal communication. 

rainstorm with the health worker for solutions to these 
problems. 

- 11. Support the health worker in the specific actions necessary 
to implement these decisions. 
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3 1-32; and communication 
channels, 85-89; defined, 31; and 
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151. See also Applied behavior 
analysis 
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ment, behavioral 

Behavior change. See Change, 
behavior 
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health practice; Monitoring, be- 

tion/selection. See 
Observation, behavior; Selec- 
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